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RECORD OF CONSULTATION 


FOREWORD 


The Task Force on Program Review was created in 
September 1984 with two major objectives - better service to 
the public and improved management of government programs. 
Recognizing the desirability of involving the private sector 
in the work of program review, assistance from national 
labour, business and professional organizations was sought. 
The response was immediate and generous. Each of these 
national organizations selected one of their members to 
serve in an advisory capacity. These public spirited 
citizens served without remuneration. Thus was formed the 
Private Sector Advisory Committee which has been responsible 
for reviewing and examining all of the work of program 
review. 


The specific program reviews have been carried out by 
mixed study teams composed of a balance of private sector 
and public sector specialists, including representatives 
from provincial and municipal governments. Each study team 
was responsible for the review of a "family" of programs and 
it is the reports of these study teams that are published in 
this series. These study team reports represent consensus, 
including that of the Private Sector Advisory Committee, but 
not necessarily unanimity among study team members, or 
members of the Private Sector Advisory Committee, in all 
respects. 


The review is unique in Canadian history. Never before 
has there been such broad representation from outside 
government in such a wide-ranging examination of government 
programs. The release of the work of the mixed study teams 
is a public acknowledgement of their extraordinarily 
valuable contribution to this difficult task. 


Study teams reviewed existing evaluations and other 
available analyses and consulted with many hundreds of 
people and organizations. The teams split into smaller 
groups and consulted with interested persons in the private 
sector. There were also discussions with program 
recipients, provincial and municipal governments at all 
levels, from officials to cabinet ministers. Twenty 
provincial officials including three deputy ministers were 
members of various study teams. 


The observations and options presented in these reports 
were made by the study teams. Some are subjective. That 
was necessary and appropriate considering that the review 
phase of the process was designed to be completed in a 
little more than a year. Each study team was given three 
months to carry out its work and to report. The urgent need 
for better and more responsive government required a fresh 
analysis of broad scope within a reasonable time frame. 


There were several distinct stages in the review 
process. Terms of reference were drawn up for each study 
team. Study team leaders and members were appointed with 
assistance from the Private Sector Advisory Committee and 
the two Task Force Advisors: Mr. Darcy McKeough and Dr. 
Peter Meyboom. Mr. McKeough, a business leader and former 
Ontario cabinet minister, provided private sector liaison 
while Dr. Meyboom, a senior Treasury Board official, was 
responsible for liaison with the public sector. The private 
sector members of the study teams served without 
remuneration save for a nominal per diem where labour 
representatives were involved. 


After completing their work, the study teams discussed 
their reports with the Private Sector Advisory Committee. 
Subsequently, their findings were submitted to the Task 
Force led by the Deputy Prime Minister, the Honourable Erik 
Nielsen. The other members are the Honourable Michael 
Wilson, Minister of Finance, the Honourable John Crosbie, 
Minister of Justice, and the President of the Treasury 
Board, the Honourable Robert de Cotret. 


The study team reports represent the first orderly step 
toward cabinet discussion. These reports outline options as 
seen by the respective study teams and present them in the 
form of recommendations to the Task Force for consideration. 
The reports of the study teams do not represent government 
policy nor are they decisions of the government. The 
reports provide the basis for discussion of the wide array 
of programs which exist throughout government. They provide 
government with a valuable tool in the decision-making 
process. 


Taken together, these volumes illustrate the magnitude 
and character of the current array of government programs 
and present options either to change the nature of these 
programs or to improve their management. Some decisions 
were announced with the May budget speech, and some 
subsequently. As the Minister of Finance noted in the May 


budget speech, the time horizon for implementation of some 
measures is the end of the decade. Cabinet willy udge= the 
pace and extent of such change. 


These study team reports are being released in the hope 
that they will help Canadians understand better the 
complexity of the issues involved and some of the optional 
solutions. They are also released with sincere 
acknowledgement to all of those who have given so generously 
of their time and talent to make this review possible. 
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TERMS OF REFERENCE 


There are 28 programs directed in whole or in part to 
health and sports as shown in the attached list. These 
programs are estimated to cost $12.3 billion in operating 
expenditures and tax transfers in 1985/86. They involve 
5,850 person-years in seven departments and agencies. 


The major portion of these expenditures is made under 
the Federal-Provincial Fiscal Arrangements and Federal 
Post-Secondary Education and Health Contributions Act, 

1977. Under Part VI of the Act, the federal government 
contributes to the financing of insured health services, 
extended health care services and post-secondary education 
through cash payments and tax transfers. The cash payment 
portion relating to health is estimated at $6,685 million 
broken down into Hospital Insurance and Medical Care ($5,609 
million) and extended health care services ($1,076 million); 
‘tax transfers relating to health amount to an estimated 
$4,558 million. Since these programs are operated by 
provincial and territorial governments, they cannot be 
treated in the same manner as programs operated exclusively 
by the federal government. 


Besides the above programs, there are three tax 
expenditure programs accounting for about $205 million 
broken down as sales tax exemptions ($145 million) and 
personal income tax exemptions ($60 million). 


Finally, there are 24 health and sports programs 
administered directly by the federal government. They 
account for 5,826 person-years and expenditures of $429 
million in operating costs, $74 million in capital costs and 
$318 million in transfer payments for a total of $821 
million. Thirteen of these have interlinkages with other 
study teams reporting to the Ministerial Task Force. 


Health care costs per capita are significantly higher 
for older people than for the younger population. The 
increased life expectancy of individual Canadians coupled 
with a decrease in natality, will severely strain the 
capacity of government and taxpayers to fund health care 
services in years to come, unless ways are found to slow 
down the increase in costs while ensuring that the quality 
of care is being maintained at a reasonable level. This can 
be achieved only through imaginative and cooperative efforts 
by governments and the private sector alike. The study team 
will examine these various cost pressures. 


TERMS OF REFERENCE 


The Ministerial Task force on Program Review seeks the 
advice and recommendations of the study team regarding the 
health and sports programs of the federal government with 
particular emphasis on the cost pressures facing all 
governments in the delivery of health care services and the 
possibility of alternative delivery systems that would meet 
the criteria of increased cost effectiveness while 
maintaining quality health care. 


Considering the nature of programs covered by this 
review, these terms of reference distinguish between those 
programs dealing with federal support of health programs 
operated by the provincial and territorial governments, and 
those covering health and sports programs operated 
exclusively by the federal government. 


With respect to programs operated by the provinces and 
territories, the study team is asked: 


to provide the Ministerial Task Force with an 
understanding of the health care delivery system in 
Canada, its financing, constraints and cost pressures; 


to acquaint ministers with the major perceptions of the 
health care system within the provincial/territorial 
health communities. These are to be drawn mainly from 
key individuals in provincial ministries of health and 
finance and from health related associations and 
agencies. In this connection, particular attention 
will be paid to those perceptions which appear to be 
most prevalent in all or most of the provinces and 
territories; 


to determine whether any suitable alternative 
mechanisms or technologies are available or can be 
identified that could meet the criteria of increased 
cost effectiveness and maintenance of quality health 
care. 


to recommend to ministers, in the light of findings, 
any additional steps which may be required. 


With respect to health and sports programs administered 
exclusively by the federal government, the study team is 
asked to identify: 


areas of duplication between the federal and provincial 
governments with respect to health and sports, and with 
respect to the federal jurisdiction; 

programs that might be eliminated; 

programs that could be reduced in scope; 


groups of programs that could be consolidated; 


programs whose basic objective is sound but whose form 
should be changed; 


a summary overview of the legislation that would be 
required to implement any of these program changes; 


the resource implications of any recommended program 
changes, including changes in resource levels and the 
number and location of either increases or decreases in 
staff. 


As part of the review of programs operated exclusively 
by the federal government, the study team is asked to 
provide information regarding: 


Beneficiaries 


The principal beneficiaries of federal health and 
sports programs; 


the geographical distribution of expenditures in 
relation to needs; 


beneficiaries of federal programs who are also 
beneficiaries of provincial programs; 


beneficiaries of more than one federal program; 


overall allocation of research effort across sectors 
and groups of beneficiaries. 


Efficiency and Overlap 


Programs which are particularly troublesome to 
beneficiaries in terms of red tape, paper work and 
delays; 


Illustrative cases where individuals or groups are 
beneficiaries of several benefits or services, 
including tax expenditures and programs of provincial 
governments and the programs are: 


- complementary 
- seem to work at cross-purposes 
- involve substantial duplication or overlap; 


cases where several overlapping programs might be 
consolidated into one; 


the utility, quality and timeliness of delivery of 
benefits and services experienced by the clientele; 


the degree to which health and sports programs stem 
from past commitments; 


the coordination of federal programs with other 
providers of health and sport benefits; 


purposes and benefits of various health research 
programs; 


approaches in other countries which may be relevant to 
the study; 


number and location of offices across the Count ryzr 
Gaps and Omissions 


Direct spending or tax expenditure programs which 
Should be taken into account in this review of health 
and sports programs but are not in the initial list of 
Programs can be assigned for review following 
consultation with the Ministerial Task Force. 


LINKAGES WITH OTHER STUDIES 


The team will identify for the Ministerial Task Force 
in its detailed work plan any health and sports related 
issues or programs that have been reviewed by previous Task 
Force teams, or are in the process of being reviewed through 


other means, where it is the judgment of the team that 
important health and sports related questions were not 
addressed in the initial review and that a "second opinion" 
would be useful for ministers. 


ACCESS TO INFORMATION AND DATA SOURCES 


The study team will have access to all evaluations, 
reviews and reports on health and sports programs prepared 
over the past several years, as well as any other existing 
information and data from central agencies and services and 
program organizations. A review of this information will be 
conducted by the study team and if additional data are 
required, program departments will be requested by the study 
team, on behalf of the Ministerial Task Force, to collect 
such data. 


COMMUNICATION WITH DEPARTMENTS 


These terms of reference have been developed in 
consultation with the Deputy Minister of National Health and 
Welfare, and the Secretary to the Cabinet for 
Federal/Provincial Relations. 


Ministers of those departments directly affected by 
this review will be advised which programs under their 
jurisdiction will be reviewed. 


In addition, the study team will initiate appropriate 
liaison and consultation with deputy ministers and senior 
managers whose programs are affected by the study. 


COMPOSITION OF THE STUDY TEAM 


The study team shall be led by a private sector 
representative or by a senior government official at the 
EX 4-5 level, who will be appointed in consultation with the 
departments most closely affected by this program 
assessment. The Team Director will report to both the 
Public Sector Advisor and the Private Sector Liaison Advisor 
Serving the Chairman of the Task Force. 


In addition, the team will consist of a deputy team 
leader and six other members with a balanced senior 
management representation from the federal and provincial 
governments and the private sector. One or two research 
assistants may be added to the team as appropriate. 


WORK PLAN 


Following approval of its Terms of Reference and after 
a review of available evaluations and assessments of 
programs identified for review, the study team will submit 
for consideration by the Ministerial Task Force a detailed 
work plan showing the revised program listing, the 
Organization by sub-teams, the activities to be undertaken 
and the schedule for accomplishing the work required. 


REPORT SCHEDULE 


The study team is requested to submit its initial 
findings to the Ministerial Task Force on September 30, 1985 
and a final report on October 31, 1985. In addition, the 
Task Force will receive brief progress reports on the work 
of this and other study teams at all regular meetings. 
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OVERVIEW 


Introduction 


In the field of health services, there is a 
constitutional division of responsibilities and powers 
between federal and provincial governments in Canada. The 
federal government has direct responsibility for personal 
health services for specified groups of people only (i.e. 
the Armed Forces, R.C.M.P., inmates of federal prisons and 
the federal civil service for occupational health 
services). The federal government provides personal health 
services for Indian and Inuit peoples throughout Canada as 
well as providing a range of public health, dental health 
and institutional services throughout the Yukon and 
Northwest Territories under contract with the territorial 
governments. 


On matters of a national and international nature, the 
federal government provides a range of consultative, 
statistical, reference laboratory, regulatory (i.e. food 
products, drugs, medical devices and environmental 
contaminants), quarantine, immigration and research support 
services. The federal government is also involved in 
Significant activities with respect to health promotion. 


The major impact of the federal government on health 
care for Canada's general population has come from its use 
of tax revenue to stimulate and support provincial health 
insurance programs and other health services. 


Since 1977, under the Established Programs Financing 
Act, a combination of tax point transfers and block grants 
have been provided under broad conditions to the provinces 
for their use. This funding has been escalated annually 
based on increases in the Gross National Product. 


The Canada Health Act (1984), reaffirmed the general 
principles of our national health care system - 
universality, comprehensiveness, accessibility, portability 
and public administration. This legislation incorporates 
penalties in the form of withholding federal funds to a 
province on a discretionary basis for contravention of these 


five principles as well as non-discretionary penalties 
should that province permit "extra-billing" by physicians or 
“user-charges" in other components of the system. 


Public funding of health care now represents approx- 
imately 75% of total spending on health services (exceptions 
include dental services, most prescriptions, co-insurance in 
long-term care facilities, eye glasses, etc.). Over 90% of 
hospital care and physician's care costs are now paid 
through provincially administered plans. The total value of 
health services provided in Canada from public and private 
sources in 1984 was $36 billion. 


The provinces play a major role in providing capital 
funding for hospitals and other health facilities, and 
ensure the provision of public health services. 


Governments are taking an increasing role in the health 
care system. However, in the delivery of Canada's health 
services the non-governmental sector continues to play a 
dominant role. The vast majority of physicians and dentists 
are private practitioners. These professions, as well as 
nursing and pharmacy, are fully or largely self-governing 
and self-regulating under provincial legislation. 


Most other health care personnel, including nurses, are 
employed on a salary basis by an institution or program 
within the health care system. Most hospitals in Canada are 
owned by not-for-profit corporations, religious bodies or 
local government. 


MAJOR FINDINGS AND OPTIONS 
Established Programs Financing (EPF) 


Current arrangements under EPF tie federal funding to 
economic growth and capacity, thus providing an element of 
predictability based on economic grounds, not on health cost 
increases. Block funding was intended to provide the pro- 
vinces with funding not related to spending levels in 
health. 


In this context, the unilateral division of EPF into 
separate health and post-secondary education components was 
inconsistent with the concept of total "block FUNGLnG ar 


In the field of health, it is the view of the study 
team that provinces have not yet been able to limit cost 
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escalations to solid economic targets. Given the public 
popularity of "no-cost" health care, provincial 
administrations have generally not implemented significant 
and long-lasting cost control measures. 


However, based on this review, the study team concludes 
that there are no compelling program reasons to reduce 
transfer payments. Thus, the announced intent of the 
federal government to reduce the amount of transfer payments 
by $6 billion over the next five years is seen strictly as a 
necessary fiscal measure. The team fears, however, that 
this action by the federal government could substantially 
reduce its role in Canada's health care system. The 
percentage of federal government contributions to provincial 
health programs is currently at approximately 40%. The team 
found no evidence that would indicate that our health system 
is significantly "overfunded" or "underfunded" - rather a 
balance overall appears to have been achieved at the present 
time. However, cost pressures are building up, as our 
"Health Issues" paper shows. 


The team has identified a number of options to improve 
and stabilize the federal/provincial relationships, with 
the intent to reduce friction between the two senior levels 
of government on matters of finance and jurisdiction; and to 
permit for positive collaboration on the issues facing our 
health care system. 


Canada Health Act 


This legislation was specifically supported by all 3 
federal political parties and many community interest groups 
when it was passed in 1984. It has restated the federal 
government's responsibility for ensuring the five principles 
of our health system: 


- universality of benefits; 

- comprehensiveness of services; 

- accessibility to services; 

- portability throughout Canada; and 
- public administration. 


The Act provides for discretionary penalties for 
contravention of these five principles by provincial 
administrations. 


This restatement of principles was a positive step. 
However, the highly specific and non-discretionary financial 
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penalties served to reintroduce inflexibility in a system 
which - the team feels —\ 1s) cyying out for experimentation. 
As well, the Act was redundant in "allowing" provinces to 
deal with health care professionals in ways which were 
already available under provincial jurisdiction. 


The Act restricts #thewflexibilityaorsprovinces min 
responding to pressures within their health systems and, as 
such, adds irritants to the federal/provincial relationship. 


No province can reduce the fabric of their health 
system without paying a large price politically. Neither 
the "system" itself, nor the public will allow provincial 
governments to threaten "their" health care system. The 
future requires statesmanship to ensure that federal and 
provincial governments begin to work together in a Splrwieor 
achieving common goals in the field of health care 
delivery. Monitoring of the Canada Health Act should be 
kept as simple as possible. 


We believe that in time, the Act needs to be amended or 
replaced to permit the federal government to continue to 
monitor adherence to the five principles of Canada's 
national health system while removing the provisions which 
are irritating and inflexible - and which do not of 
themselves serve to improve or safeguard our health system. 


In the area of programs which are provided directly by 
Health and Welfare Canada, we have made a number of specific 
suggestions, the essence of which can be summarized as: 


Health Protection 


The intent of the options presented is to institute a 
fee for pre-market evaluations of new drugs and new medical 
devices done by the Drug and Environmental Health 
Directorates. 


Civil Aviation Medicine and Immigration Medical 
Services 


These programs serve a very selective clientele 
throughout Canada and we have suggested that both programs 
are more properly located in other departments of the 
federal government. As well, we see the need for a 
Significant change in the manner in which civil aviation 
medicine conducts its activities - coupled with full 
cost-recovery of its resources. 
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Indian Health, Northern Health and Prosthetic Services 


Our view of these programs is that the federal 
government should disassociate itself with the direct 
provisions of these services. Prosthetic services should be 
moved to provincial jurisdiction. Northern Health Services 
should be divested to the territorial governments and Indian 
Health Services to provincial governments or, alternatively 
to community boards. In all these areas, appropriate levels 
of compensation to those governments involved would be 
subject to detailed negotiations. Obviously, agreement to 
this course of action would need to be negotiated with 
appropriate organizations representing native peoples. 


In the case of Indian Health Services and Northern 
Services, we believe that to effect the transfer over a 
reasonable time period (1991 and 1987 respectively) a select 
group of negotiators on behalf of Health and Welfare Canada 
should be specifically charged with the divestment 
activities. 


Medical Research Council and National Health Research and 
Development Program 


We are satisfied that these two programs are effective 
and are utilizing the resources available to them ina 
manner which is nationally beneficial. The team feels that 
they should not be combined, as each plays a very specific 
and vital role within the research communities of this 
country. Their funding levels are reasonable and should not 
be dramatically changed if "essential quality of research 
activity" is to be maintained. 


Health Statistics and Data (Health Care (SC), Health Status 
(SC) and Information Systems (HWC) ) 


Health Status activities are seen to be beneficial and 
useful to both federal and provincial governments and many 
non-governmental users. Health Care and Information Systems 
are not as clearly useful as they mainly support interchange 
of information between provincial governments. The team is 
concerned that this information is not effectively used once 
it has been produced. 


We are, therefore, recommending to the Task Force that 
the government consider discontinuing these two programs as 
of January 1, 1987 subject to an immediate review of the 
data collected and published. This review should be 


conducted under the authority of the federal/provincial 
Deputy Ministers of Health Conference. Resource levels in 
these programs need to be determined subsequent to that 
critical appraisal. 


Health Services 


In large measure, this program supports a huge network 
of federal/provincial advisory committees, sub-committees 
and working groups - acting as consultant and as secretary 
for these activities. As with the health data group, we are 
recommending to the Task Force that the government consider 
introducing a moratorium on these committee activities 
pending a critical review of their continued need. This 
review should be undertaken by the federal/provincial Deputy 
Ministers of Health Conference - with resource levels to be 
determined subsequent to this review. 


Emergency Services 


A large component of this program is the stockpiling of 
approximately $50 million of hospital and medical supplies 
across Canada. No evidence exists that these supplies are 
frequently used or needed as the provincial health systems 
have matured and developed their own capacity for handling 
emergency situations. 


We are recommending to the Task Force that the 
government consider restricting stockpiles to three 
locations across Canada to be maintained by the Department 
of National Defence for national emergencies. The balance 
of current supplies should be given to provincial 
authorities or to third world countries. Training 
activities in this program should be ona cost-recovery 
basis. 


Health Promotion and Fitness 


We have highlighted in several areas of this report the 
increased visibility which should be given to promoting 
healthy lifestyles among Canadians. The pay-offs are 
long-term and often difficult to quantify, but in our 
opinion, definitely worthy of continued support by the 
federal government and provincial governments. 


We have suggested a vehicle by which Health Promotion 
and Fitness Canada would be brought functionally into an 
"arm's-length" organizational relationship to Health and 


Welfare Canada. It is our opinion that, with proper 
organization and marketing, this new "creature" would be 
able to attract private sector funds to supplement federal 
resources in the field of promotion. 


Sport 


We recommend to the Task Force that the government 
consider phasing down the program over a 10-15 year period 
to give the high performance athlete development system some 
time to seek and establish sufficient viability, both 
organizationally and financially, to operate relatively 
independent of government. 


Public Service Health 


We are concerned with the rapid growth in federal 
resources being expended in this program area ($9.3 million 
in 1982/83 to $20.3 million proposed for 1986/87). Specific 
reasons for these cost increases were not available from 
program administrators. We recommend to the Task Force that 
the government consider launching a comprehensive review of 
this program by external consultants to examine the 


objectives, resource levels required, “contracting out" 
options and administrative location within the federal 
government. Resource levels should not be increased from 


1985/86 levels pending this review. 
Branch Administration and Departmental Administration 


Our terms of reference did not request us to examine 
these programs. However, we note that in 1986/87 they 
represent 1,356 person-years and $81.6 million. We believe 
that these activities should be critically examined with a 
view to reducing expenditure levels by a minimum of 10%. 
Organizationally, there does not appear to be a singular 
focus for "health" in Health and Welfare Canada. 


Conclusion 


Canada's health care system is acknowledged to be one 
of the outstanding social programs, in its comprehensive 
breadth of application, in the world. It is also among the 
most expensive and most complex systems of governmental, 
organizational (professional and institutional) and 


individual inter-relationships which are administered by 
Canadian governments. Its development has been highlighted 
by controversy. 


We would hope that the options presented by the study 
team for consideration by the government will, if 
implemented, serve to lessen over time some areas of that 
controversy - particularly those that focus on the 
relationships between federal and provincial governments. 

As a result, we would hope that the two senior levels of 
government will begin to work effectively with each other to 
resolve, issues* impactingson thesabilitysotethis countrys to 
offer its citizens quality of health services at affordable 
costs. 


We have also made certain specific suggestions which we 
believe would serve to reduce costs presently incurred by 
the federal government in providing services through Health 
and Welfare Canada. 


ISSUES IN THE HEALTH CARE SYSTEM 


SECTION 1 
Executive Summary 


This paper summarizes issues that are currently facing 
those involved in managing the health care system and that 
have been identified in recent reports and studies and in 
consultations with the provinces, national organizations and 
key individuals. The report also describes some key 
indicators of the health care system in Canada and the 
health status of Canadians. 


An issue that, concerns both the provinces and the 
federal government is the control of the rate of increase of 
health care costs. In addressing this issue, this paper 
looks at the components/contributors to health care cost 
increases - the increase in the number of elderly people, 
high technology in health care services, health manpower and 
usage pressures. A fifth issue, privatization, is also 
discussed. A brief summary of these issues follows. 

Section 2 discusses the issues in greater detail, while 
Section 3 looks at health care indicators under the 
categories of demographics, health status of Canadians, use 
of health care services, resources in the system, priority 
target groups and health care costs. 


The Elderly 


Canada can expect a substantial increase in the number 
of elderly people (65 years +) in the coming years. The 
proportion of the very elderly (85 years +) is expected to 
increase at a faster rate than the group as a whole. Given 
that this group makes the heaviest demands on the health 
care system (particularly hospitals), it is the view of the 
study team that alternative, less expensive methods of care 
delivery must be developed if we are to meet the expected 
demands without massive increases in costs. 


High Technology in Health Care Services 
Health care technology contributes to cost increases 


both through the investment in the technology and through 
the required training of related personnel. How to ensure 


he 


that only efficacious, effective and cost efficient 
technologies are introduced is a concern, as is the concern 
that these technologies do not simply become "add-on" costs. 


Health Manpower 


There is concern that Canada may currently have an 
Over-supply of physicians. Because physicians have a direct 
effect on health care costs, an appropriate mechanism for 
managing and controlling this supply has been raised as an 
issue. While there may be an over-supply of physicians, 
there is also concern about the distribution of physicians, 
between specialties and between urban and rural locations. 


Utilization 


As the system is currently organized, any incentives 
impacting on use of services seem to be in the direction of 
increasing costs. Individuals want, and expect, the latest 
and most expensive of services. Physicians, under the 
fee-for-service payment system, may lack incentives to use 
services in a cost-efficient manner. Communities, as well, 
are motivated to seek additional resources and facilities 
for themselves. 


Privatization 


Privatization refers to the process of providing 
opportunities for the involvement of the private sector in 
the ownership, management and/or control of health care 
resources. The issue surrounding privatization is 
establishing what role privatization should play in the 
Canadian health care system. 


SECTION 2 
Issues in the Health Care System 


In this section, issues identified in recent reports 
and studies and in consultations with the provinces, 
national organizations and with key individuals in the 
health care field are examined. These are the issues facing 
those involved in managing the health care system in 
Canada. For consistency, each issue is discussed according 
to the following framework: statement of issue, discussion 
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of issue as outlined in prior reports and research, and 
comments on issue from provinces and national 
organizations. 


Elderly 
Statement of Issue 


By 2006, the elderly (defined as those individuals 
65 years of age and over) are projected to comprise 14.7% 
(4.1 million) of the Canadian population, an increase from 
the 9.7% (2.5 million) of the population they comprised in 
the 1981 Census. This rapid increase in the number (both 
absolute and in relative terms) of elderly people in Canada 
has a number of implications for the health care system: 


In 1980/81, the average length of stay in hospitals for 
all patients was 12.0 days. For children under 15 
years of age, the average length of stay was 5.5 days. 
For the 65 years of age and over, the comparable 
average length of stay was 25.8 days. If this average 
length of stay for the elderly can not be reduced, 
substantially more hospitals and hospital beds will be 
required to meet the reguirements of the aging 
population. 


In 1980/81, patients 65 years of age and over accounted 
for 22% of all hospital separations and 48% of all 
patient days. Again, unless these patterns of care can 
be changed, substantially more hospitals and hospital 
beds will be required to meet the requirements of the 
aging population. 


Among the elderly population, the proportion 85 years 
of age and over is projected to increase from 8.2% in 
1981 to 11.8% in 2006. That is, there is currently an 
"aging trend" within the elderly group. Given that 
this subgroup of seniors has traditionally made the 
heaviest demands on the health care system, current 
usage patterns may under-estimate future requirements. 
Moreover, even with changes in health delivery patterns 
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towards less dependency on institutions, the changing 
age structure of the elderly population may severely 
limit the nature and scope of new patterns of care. 


Prior Reports and Research 


The 1984 Canadian Medical Association's Task Force on 
the Allocation of Health Care Resources concentrated on the 
issue of the elderly. The firm Woods Gordon was 
commissioned to undertake an investigation of the 
demographic changes facing Canada over the next 40 years, 
and the anticipated impact on the health care system, if 
present methods of providing health care services were 
continued. On the basis of this report, and submissions to 
the Task Force, the Task Force concluded: 


The thrust in the redirection of health care resources 
undeniably needs to be in the development of community 
services to keep the elderly out of institutions for as 
long as possible, not only to reduce costs but to 
enhance their quality of life. 


Four scenarios (reduced reliance on institutional care 
for the elderly, reduced use of in-patient services for 
mental health patients, reduced length of stay in 
hospitals, and introduction of nurse practitioners) 
demonstrated that future increases in usage (and 
resource requirements), due to the aging of the 
Canadian population, could be substantially modified by 
shifting a portion of the demand to lower cost 
alternatives. Many provincial governments noted that 
these changes must take place. . 


The lack of multi-level care facilities so that 
individuals may move freely from one level of care to 
another with periodic evaluation was identified. The 
Woods Gordon Report argued that these are essential if 
the right kind of care is to be available to each 
individual. 


The standard of care provided in many nursing homes was 
also identified as inadequate. In the short run, the 
report argued the problem required the implementation 
of strict regulations enforcing meaningful standards. 
In the longer run, the report suggested the elimination 
of care-for-profit institutions in favour of non-profit 
facilities. 
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Woods Gordon estimated the increase in resources 
required to meet the additional demand due to demographic 
change, as follows: 


Add'1 
Cumulative 
Add'1 Cap. Con- 
Annual struction 
HEALTH %@ Increases |Oper.Costs Costs 
SERVICE 1981 TOC US EBy wee 2 ByrezZ021 
AREA RESOURCE }|/2001 /2021}) (SM) (SM) 


General & 

Allied Hosp.* 44 84 

Long Term 63 110 
Care Fac.* 

Mental Health veal 35 
Facilities 

Physician 28 47 
Services 

Home Care 64 1: 
Services 


* These percentages represent a need for an additional 
118,000 hospital beds and 276,000 long-term care beds 
Dyes O25 


Woods Gordon concluded that "in all five health care 
areas included in the study, more than half the projected 


increase will occur by the year 2001. This time period then 
represents a relatively short-term planning challenge for 
provincial governments across Canada - it is not an issue 


which can be postponed until the next century". 


R. Evans, Professor of Economics, University of British 
Columbia, has argued that the increase in the numbers of 
elderly per se is not a serious problem. The projections 
indicate an increase of approximately 1% per year per capita 
in health costs over the 40 years from 1981 to 2021, as a 
result of aging alone. This increase, he argued, is well 
within the historical rates of increase in national income 
per capita. He does argue, though, that there are two 
problems, associated with aging, which will impact on the 
system. 
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There will have to be a redistribution of resources 
away from physicians and towards long-term care 
institutions as a result of the aging population. 
Given that the number of physicians is growing, 
physician incomes, in constant dollars, must fall or 
more funds will have to be drawn into the system. 


The age/sex specific rates of use of hospital and 
medical care are not constant. They have been rising 
for the elderly for a number of years. The combination 
of advancing technology and increasing physician supply 
appears to be showing up in increased use and costs 
preferentially among the elderly. As the number of 
elderly increases, costs will also increase. 


Comments from Provinces 


in our Fconsultationsmwithsproviancial officials alu 
identified the issue of the elderly, their demographic 
increases, and related requirements for health care 
resources as an issue in the short run (by year 2001) or in 
the long run (by year 2021). Provinces are attempting to 
institute, or to improve, services in day care, respite care 
and home care programs in an effort to reduce hospital days 
used by the elderly population. Related goals are improving 
quality of life and controlling expected cost increases. 


Technology in Health Care Services 
Statement of Issue 


Health care technology can be characterized by the 
speed with which new technologies are being introduced, the 
relatively limited "life-span" of technologies currently on 
the market, the degree of sophistication of the technologies 
and the costs associated with new developments. These 
characteristics of health care technology have contributed 
to a number of issues facing those in the health care field: 


Funding of equipment. High technology can be 
expensive. Given that the government (at both a 
federal and provincial level) has undertaken a large 
part of the funding of the health care system, a 
concern must be the determination of reasonable amounts 
to invest in new technology. Within global limits, 
decisions must also be made on which technologies 


24 


located in which localities, will be funded. A related 
concern is that where appropriate, new technology 
should replace existing technology and not contribute 
to add-on costs. 


Efficacy of equipment. A major concern with the 
introduction of any new technology is whether it will 
provide a higher quality of care with less risk than 
existing methods of investigation. The issue is how to 
ensure that high technology is efficacious and that 
only efficacious, effective and cost efficient 
technologies are introduced. Related to this is a need 
for some coordination in the testing of new technology 
and some mechanism for the dissemination of results to 
the appropriate individuals and organizations. 


Training requirements of related personnel. The degree 
of sophistication needed to use the new technologies 
has required the development of numerous training 
programs for specialized technicians. Establishment of 
appropriate training requirements, appropriate 
educational settings for the training, and the 
associated financial implications of the training are 
all issues related to high technology in health care. 

A further issue is the appropriate numbers of these 
allied health professionals that will be required. 


Implications of high technology. One consequence of 
high technology is that health care providers are 
increasingly facing moral and ethical questions on how, 
and when, an individual should be allowed to die. A 
related issue is the ‘'rationing' of high technology. 

If all services cannot be provided to all members of a 
community, how should decisions on ‘rationing' be made? 


Results of Consultations 
Prior Reports and Research 


The report of the 1984 Canadian Medical Association's 
Task Force on the Allocation of Health Care Resources 
devoted a chapter to the issues surrounding the use of high 
technology. Various problems associated with new technology 
were outlined. These problems included: an expectation by 
patients that the doctor, using modern technology, can cure 
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or solve any medical problem; doctors becoming more reliant 
on technology and losing the art of "hands on" clinical 
acumen; technologies being adopted whose value has not been 
examined; a need to organize, rationalize and channel 
available resources with respect to technology in the most 
efficient way possible; and the lack of accessibility in 
many areas of Canada to technologies that have been 
developed and adopted elsewhere. For solutions, the CMA 
report outlined three recommendations: (1) a need to 
establish a uniform set of guidelines for evaluating, 
acquiring, operating and funding high technology; (2) a need 
to rationalize and coordinate the provision of technologies, 
possibly through sharing facilities, both intra- and 
inter-provincially; and (3) an investigation of ways of 
controlling the use of "everyday" technologies, which 
contribute disproportionately to overall costs. 


The issue of technology was discussed at the 1984 
Health Policy Conference on Canada's National Health Care 
System in R. Battista, R. Spasoff and W. Spitzer's paper 
"Choices of Technique: Patterns of Diffusion of Medical 
Practices". While their central theme was to discuss the 
process of diffusion of medical techniques, they did raise a 
number of issues concerning technology. Among their points 
were the following observations: the diffusion of new 
techniques has often occurred before any formal evaluation 
of their effects on health outcomes; technical development 
promoted by private industry has been a major influence on 
the choice and adoption of new techniques by health care 
providers; very few medical procedures have been formally 
assessed in terms of efficacy, effectiveness and efficiency 
before their widespread diffusion; and there has been an 
increase in the intensity of use of low technology which can 
be attributed to the absence of cost-sensitivity amongst 
physicians. 


Robert Evans, Professor of Economics, University of 
British Columbia, has suggested a refinement to the issues 
surrounding technology. He argues that technology per se 
will not necessarily lead to health care cost increases. 

New technology is often cost reducing. Cost increases are a 
result of new technology becoming "add-on" services. As 
well, as their effectiveness is demonstrated, and 
particularly as their availability increases, their range of 
applications steadily increases into areas where efficacy is 
more and more questionable. 


26 


Comments from Provinces 


Provinces in general agreed to the need for assessment 
of the efficiency and effectiveness of high technology as 
well as a need to review and assess the regular non-high 
tech procedures. There was some concern about the cost of 
equipment and staff, concern about the idea of controlling 
these costs by devolving the services to the private 
sector, and some concern about comprehensiveness of and 
accessibility to these services. 


Health Manpower 
Statement of Issues 


The supply and distribution of medical manpower is an 
issue in the health care field today. Because of the 
central role they play in the system, there is’ particular 
concern with regard to physicians. How many physicians a 
society "needs", or "wants", iS a question open for debate. 


What is known, though, is that there is a strong interaction 


between the supply of physicians and total health care 
costs. Physicians, through their "gate-keeping" role and 
fee-for-service payment mode, have a very important impact 
on the health care system. For physician manpower, two 
central issues can be outlined: 


Physician supply. How many physicians should Canada be 


Piecin Wndeand/,omiaccepcingethroughyimmigqnatione. t«lf. at 
is agreed that there is an over- or under-supply of 
physicians, what are the appropriate mechanisms to 
remedy the situation. Whose mandate is this and who 
should be taking the lead? 


Physician distribution. Regardless of the supply of 
physicians, there is a concern about the distribution 
of physicians - between specialities and between urban 
and rural locations. An issue is the extent to which 
incentives should be used to encourage adequate 


physician representation in all specialities and in all 


locations. Determining appropriate incentives that 
have been shown to be effective is also a concern. 


Again, a related issue is the question of whose mandate 


it is and the corresponding question of who should be 
examining and acting upon conclusions. 


Ia 


With regard to allied health manpower and health 
paraprofessionals, the issues of supply and distribution are 
also important. In addition to these concerns, though, 
there are three additional issues: 


Baccalaureate training. The nursing profession has 
established a goal of having all new nurses trained at 
the baccalaureate level by 2001. If this goal is acted 
upon, there will be significant implications for 
training programs in universities and colleges and 
aSignificant impact on hospital budgets. 


Fee-for-service. Numerous paraprofessional groups have 
made requests for a fee-for-service payment structure 
Similar to that available to physicians. If these 
groups do gain the right to a fee-for-service payment 
mode, there will be significant cost implications for 
the health care delivery system and a significant 
change in the way health care is delivered. 


Implementation and administration of health 
legislation. Health care professionals are 
increasingly requesting, and receiving, exclusive 
~Scope Of practice" through provincial lequstarion. 
Such legislation has cost implications for staffing 
requirements (e.g. staff mix of nursing assistants, 
nursing attendants and registered nurses) and for 
training requirements (i.e. proliferation of manpower 
groups, each with increasing educational requirements). 


Prior Reports and Research 


The Honourable Emmett Hall, in his 1980 report Canada's 
National-Provincial Health Program for the 1980's, referred 
to the concern about the supply of doctors and doctors' 
expectations for "reasonable" income levels. He stated that 
the "doctor supply dilemma must be addressed, otherwise 
there will be increasing conflict between doctors and 
provincial paying agencies over fee schedules". His 
Suggested solution to the "doctor supply dilemma" was a call 
for the federal and provincial and territorial governments 
to set up and fund a medical manpower survey in association 
with the Canadian Medical Association. He further suggested 
that the manpower study give special attention to 
under-supply in certain specialities and in certain regions. 
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The federal government, in consultation with the 
provinces, has in fact examined physician manpower in 
Canada. In late 1982, the Federal/Provincial/Territorial 
Conference of Deputy Ministers of Health directed the 
Federal/Provincial/Territorial Advisory Committee on Health 
Manpower to undertake a short-term study on medical manpower 
in Canada. A preliminary report of the Committee was 
released in 1985. The study concluded that a comparison of 
physician supply and requirements for 1980 and 2000 
indicated an overall 2.2% surplus of 828 physicians in 1980, 
which was projected to increase to a 12% surplus of 5,982 
physicians in 2000. The projected surplus was estimated to 
be concentrated in general practice and medical 
specialities, with projections of shortages for surgical and 
laboratory specialities. The study also noted that the 
projected physician supply was conservative in that the 
increase in Canadian medical school enrolments which has 
taken place in recent years was not incorporated in the 
1979/82 averages used in projecting supply. 


In response to the projected surplus of physicians, the 
study made 11 recommendations. The recommendations included 
reducing the annual entry of "selected" immigrant physicians 
to Canada, reducing the annual addition to Canadian 
physician stock from physicians trained abroad, reducing the 
number of physicians practising in Canada on temporary 
visas, reducing the annual output from Canadian post- 
graduate training for general practice stock, while 
increasing surgical and laboratory post-graduate training 
positions, reducing the output from Canadian post-graduate 
training to medical specialties stock and reducing the 
Canadian medical school enrollment (entry class) effective 
1985. The Advisory Committee on Health Manpower's study 
also recommended that the specialty-specific number of 
post-graduate training positions be rationalized, including 
consideration of regional requirements for selected programs 
in accordance with present and projected shortages (or 
surpluses), that federal and provincial staff explore 
mechanisms to ensure visa trainees return to their country 
of origin and that effective measures be adopted to ensure 
physicians establish only in areas of demonstrated need for 
medical services. 


Comments from Provinces 
In some provinces there is a concern about the shortage 


of specialist manpower and the under supply of general 
practitioners in remote areas. However, most provinces are 
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concerned about the general overall over-supply. There are 
attempts to cap the system by limiting entry into and access 
to the fee schedule. Other provinces have instituted 
quarterly caps on income. Some problems were identified in 
the area of interprovincial payments for physician 
services. Some provinces are also looking at a salaried 
approach. 


Utilization 
Statement of Issue 


There is widespread concern in the health care system 
about a rise in health care costs. This concern has been 
addressed by looking at the components of the cost 
increases, namely, the elderly, technology and the cost 
pressures stemming from manpower issues. The other factor 
impacting on health care costs is utilization. The issues 
surrounding utilization are as follows: 


As the system is currently organized, individuals 
expect the very latest and most expensive of services. 
There are also increasing pressures from consumers to 
want these services delivered to them in their 
immediate area and delivered to them at their demand. 
These pressures contribute to increasing health care 
costs. 


For physicians, with the current fee-for-service 
payment mode, there are no incentives to use services 


in a cost-efficient manner. As well, the incentive to 
maximize income will generate health care costs for the 
system. 


Communities actively seek the best facilities and 
resources for their residents; these pressures also 
contribute to increasing health care costs. 


Prior Reports and Research 


In 1985, Denis Roch, Robert Evans and David Pascoe 
published a review of medicine in Manitoba entitled Manitoba 
and Medicare, 1971 to Present. This report looked at 
physician and institutional care in Winnipeg and Brandon and 
concluded that the decade has seen a significant change in 
the patterns of practice by physicians. After adding 25% 
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more physicians, and with no increase in population, there 
was no Significant difference regarding the average gross 
billing for individual physicians in 1981/82 as compared to 
1971/72 (after adjusting for fee increases). The study 
concluded that there was no evidence to suggest that the 
medical services system has any inherent checks and balances 
within it which would drive down or maintain real total 
medical services expenditures in light of an increasing 
number of physicians relative to population. 


Comments from Provinces 


Provinces were concerned about the open-ended access to 
the health care system. Some have instituted user fees for 
the use of institutional services, others are considering 
user charges for misuse of proper level of service (i.e. 
emergency ward instead of physician's office). There was 
general concern about the use of diagnostic tests and an 
attempt is being made to rationalize. Some provinces are 
also attempting to rationalize entry into the extended 
health care facilities by establishing one point of entry 
into the system (i.e. home care). 


Privatization 
Statement of Issue 


Privatization is the process of providing opportunities 
for private sector involvement as a supplement to the 
traditional reliance on public sector management and 
financing within our health care system. The issue 
surrounding privatization is establishing what role (kind 
and extent) privatization should play in the Canadian health 
care system. With regard to privatization itself, the 
issues center on what objectives should be achieved (i.e. 
increased efficiency, provision of additional funds, 
promotion of competition) and how these objectives should be 
reached. 


Areas of privatization include the following: 
Financing Services and Facilities. This represents the 


infusion of private funds into the system. Examples 
aimed at individuals would be extra billing and user 
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fees for hospital services. The rationale for these 
practices is to make the patient responsible for paying 
for at least a part of the use of services. Ata 
hospital level, the Canadian Hospital Association 
estimates that hospital auxiliaries and foundations 
raise hundreds of millions of dollars each year from 
philanthropic sources ($300 million in 1984). As well, 
debt and equity capital may be made available by 
private companies. 


Ownership of facilities. Ownership of facilities 
ranges from public ownership in the hospital sector to 
a mix of private non-profit and private-for-profit 
ownership of long-term care facilities. The rationale 
for private ownership is the ability of private firms 
to tap into pools of capital dollars coupled with 
management expertise. 


Managing elements of the system. This represents the 
use of private management companies contracting to 
manage a hospital department (i.e. food, laundry 
services) or even an entire hospital. Elements of a 
province's health care administration system could also 
be contracted to a private management company. The 
rationale for contracted services is the perception of 
more efficiency on the part of private owners and an 
attempt to reduce costs and person-years in some 
sectors of the public system. 


Provision of services. This already exists to a large 
extent (e.g. physician's services, long-term care, home 
care services). 


Prior Reports and Research 


A study done for the Minister of Health and Welfare 
Canada in June 1985 found no significant support for 
privatization of the health care system from providers or 
consumers; but private sector involvement, in limited ways, 


was acceptable. It was also found that much could be done 
to strengthen and revitalize the institutional management 
already in place, without changing its nature. It was 


concluded that economic pressures have led to a willingness 
to consider reasonable changes, which provides room for 
experiment in Canadian health care delivery techniques. 
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Private Hospitals, a working document prepared by the 
Research and Development Department of the Canadian Hospital 
Association in September 1985 concluded that privatization 
was inherently neither good nor evil. Whether it is 
appropriate depends on how it is implemented and the 
objectives that are being pursued. 


Privatization in the Canadian Health Care System, a 
study done for Health and Welfare Canada by G.L. Stoddart 
and R. Labelle, McMaster University in October 1985 
concluded that the privatization debate is primarily one of 
ideology as opposed to one of hard evidence on either side. 
It was felt that energies should focus on analysis of system 
performance and the mechanisms which might improve it. It 
was felt that the blueprint for a perfectly competitive set 
of private markets that smoothly yield efficient production 
and optimal resource allocation patterns was not applicable 
to the issue of the Canadian health care system. The two 
pillars anchoring the privatization argument appear to be 
supplements for financing and the management of 
institutional care. 


Comments from Provinces 


In a few areas of the country, privatization appeared 
to be primarily a philosophical issue. However, in most 
areas, attention was given to practical applications. Some 
provinces were willing to absorb the penalties imposed by 
the Canada Health Act because the benefits of individual 
charges outweighed the losses accrued through penalties. 
Some provinces are also following closely the results of 
private management at the Hawkesbury General Hospital where 
deficits have been eliminated and surpluses established. 
Some provinces are looking at a management system of patient 
classification called Diagnosis Related Groups (DRG's) which 
provides a framework to understand and measure hospital 
care, treatment and services, and to bring about changes in 
medical care practice patterns. One province is attempting 
to control through legislation, physician entry into the 
medicare fee schedule. 


SECTION 3 
Indicators of the Health Care System and Health Status 
of Canadians 
Demographics 


There were roughly 2.5 million Canadians 65 years of 
age and over as of June l, 1981. By the turn of the century 
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it is projected there will be 3.4 million Canadians aged 65 
and over, an increase of 48%. By the year 2000, nearly 123 
of Canada's population is expected to be at least 65 years 
old (compared to a 1981) perwcent 6609.7), 


Within the elderly subgroup, particularly rapid growth 
is expected for those at least 80 years old. There were 
roughly 436,000 such Canadians in 1980 and it is projected 
there will be approximately 777,000 at the end of the 
century, an. increase,’ o£ more= than175s2 


A striking feature in the changing profile of Canada's 
Older population is the substantial and growing imbalance in 
the number of men and women. Since 1961, women have been 
the more predominant of the two sexes in the population 
aged 65 and over. Over one-half of Canada's women aged 70 
and over are widows. 


Dependency ratios give a measure of the proportion of 
the population under 17 years of age and over 65 years of 
age compared to those between 17 and 65 (i.e. the ratio of 
the economically "dependent" to the economically 
"independent"). In 1985, the total dependency ratio was 
98.6, which is projected to decline to 52.6 by 2006. 
However, within the total dependency ratio, the aged 
component is projected to increase from 18.8 to 25.2. Ata 
provincial level, four provinces (Quebec, Ontario, Manitoba 
and British Columbia) are projected to have aged dependency 
FaAtloswovers 25.0 =by v200G8 


Health Status of Canadians 


Canada has one of the highest average life expectancies 
of any country for both males and females: in 1982 life 
expectancy at birth for males was 71.9 and 79.0 for 
females. It also has one of the largest life expectancy 
differentials by sex: 7.1 years. 


In terms of regional disparities in life expectancy, 
these differences have been decroaSingesinces]95)lisHowever, 
the difference between provinces with highest life 
expectancy (Prince Edward Island and British Columbia) and 
those with lowest life expectancy (Quebec and Nova Scotia) 
in 1982 was still significant ng years for males and 2.1 
years for females. 


34 


Life expectancy in Canada's three largest cities is 
considerably higher than the Canadian average. Life 
expectancy in rural areas is considerably below the 
average. Among urban communities of less than one million 
population, differences in life expectancy are not 
appreciable. 


In Canada today, most of the leading causes of death 
are heavily influenced by environmental and behavioural 
risks. Accidents, violence and suicide, for instance 
account for 55% of deaths between ages 15 - 24 and 45% of 
deaths ages between 25 - 44. In 1983, ischemic heart 
disease was still the single most important cause of death 
for males and females in the 25 - 74 age range. However, in 
the period 1969 to 1983 the age standardized mortality rate 
for ischemic heart disease declined by 32.1% for males and 
37.0% for females. Over the same period, the male cancer 
mortality rate increased by 6.4% and the female rate 
decreased by 1.7%. 


Utilization of Health Care Services 


In the 1977/78 fiscal year, patients spent over 5l 
million days in public hospitals, including more than five 
million days in mental institutions, for an average rate of 
2.19 days per person. 


The rate of patient-days in hospitals varies by sex and 
age in Canada. In the 15-24 and the 25-44 years age groups, 
the rate for women is double that for men, which can be 
largely explained by childbearing. Men experience much 
higher rates in the 45-64 year age group due to the greater 
tendency of men to suffer heart ailments than women. Both 
men and women over 65 years used hospitals at a rate of 824 
days of care per 100 population. 


The length of stay in hospital varied significantly by 
age group. For persons up to 44 years of age, stay in 
hospital averaged about one week. In the 45-64 year age 
group, the average stay increased to 12.3 days, those 65 
years and over averaged nearly 25 days in hospital per stay. 


In terms of rates, separations per 1,000 population 
have shown a downward trend since 1976. In 1976, there were 
158.66 adult and children separations per 1,000 population. 
This had fallen to 145.45 separations per 1,000 population 
in 1983/84. All provinces, with the exception of Nova 
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Scotia, experienced this decline. While separations have 
fallen, patient days have increased over the same time 
frame. In 1976, there were 1954.71 adult and children 
patient days per 1,000 population. In 1983/84, this rate 
had increased to 1997.86. This increase in the Canadian 
rate is attributed largely to Quebec. Newfoundland, Prince 
Edward Island, Ontario, Manitoba, Alberta, Saskatchewan and 
British Columbia showed a slight decrease in the rate of 
adult and children patient days per 1,000 population. 


For the fiscal year 1983/84, there were approximately 
145 million) medical sconsultationspand/visitssinathem.o 
provinces, an average of about six per capita. The rate of 
office visits was considerably higher in central Canada than 
in the other regions of the country. One possible 
explanation for this difference is a higher 
physician/population ratio in these regions leading to 
easier access to physicians' services. On average there 
were 193 surgeries for every 1,000 Canadians; 100 minor and 
71 major surgeries performed for every 1,000 Canadians and 
22 obstetrical interventions. 


The 1978/79 Canada Health Survey indicated that 76% of 
Canadians made at least one visit to a medical doctor during 
the course of the year. Many had multiple visits, with 
about 25% reporting three to nine visits to a doctor and 
another 9% indicating 10soremore visits. 


Resources in the Health Care System 


Physician manpower supply, requirements, distribution 
and costs have been examined for many years in Canada. From 
1961 to 1984, the number of active civilian physicians 
(excluding interns/residents) increased by 130% from 18,462 
to 42,400. The population increased only by 39% over the 
same period, with the result that the population to 
physician ratio decreased from 995 to 596. If present 
trends continue, the growth of physician supply will 
continue to ‘exceed population growth. 


Provincial distributions of active civilian physicians, 
excluding interns and residents, differed Signal cant hymn 
1984. Nova Scotia, Quebec, Ontario, Manitoba and British 
Columbia had relatively low population to physician ratios 
(under 610). In contrast were Prince Edward Island, with a 
comparatively high ratio of 818 persons and New Brunswick 
with 830. In Ontario, the population per physician 
(including interns and residents) varied Significantly in 
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Lo77 Eromar, 450e1nscommunities of vunder? 107000 tto 874.for 
communities between 10,000 to 24,999. In contrast, the 
ratio of 522 in population centres of 500,000 or more 
indicates the preference of physicians for large cities. 


The number of active dentists in Canada increased by 
50% from June 1969 to 1978, far ahead of the 13% growth in 
population during the same period. In 1978, Canada had 44 
dentists per 100,000 persons. The ratio of dentists to 
population differed significantly by province. Newfoundland 
had the lowest ratio, 20 to 100,000, and British Columbia 
had more than three times that ratio, or 62 dentists to 
100,000 persons. 


Nurses represent about two-thirds of all health 
manpower in Canada. The number of registered nurses 
employed in nursing increased by 55% from 104,258 in 1970 to 
161,125 in 1978, while the Canadian population grew only 
10%. In 1978, the ratio of nurses per 100,000 persons was 
Goo fm Cavarledefrome5ss5eineBeLrtipsh Columbragto 793 in 
Alberta. Hospitals and related institutions have always 
employed the majority of nurses. The percentage working in 
hospitals remained relatively stable during the period 1970 
to 1978, increasing only slightly from 82% to 84.7%. 


In 1983/84 there were a total of 1,206 public general 
Operating hospitals in Canada, with an approved bed 
complement (adults and children) per 1,000 population of 
6.58. The approved bed complement varied across the 
provinces from a high of 8.08 in Quebec to a low of 5.35 in 
Newfoundland (1.98 in N.W.T.). The approved bed complement 
per 1,000 population has shown a slight downward trend from 
HOW.O. ee Thewrace, Lor Canada was 6./5 in 1976. 


Priority Target Groups 
Elderly 

The number of elderly will increase significantly in 
the next decade. This population segment accounts for a 


relatively high percentage of the usage of the health care 
system. 


Native People 
It is projected that the native population will 
continue to grow at a faster rate than the population as a 


whole. The health status of native peoples is significantly 
lower than that of the total population. . 
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Death rates for Indians, despite improvements over the 
past years, remain well above the national average. For all 
age groups (except those over 65, where the Indian rate is 
Only slightly higher than the national one), Indian death 
rates range from two to four times the national average. 


Disabled 


The estimated number of disabled persons varies 
according to the definition of the term "disabled", the 
method used to collect data, the purpose and interpretation 
of the data and the time frame involved. 


The Canada Health Survey estimated that 12% of the 
population has some form of disability, defined as the 
limitation to one's normal activity due to poor health. The 
prevalence of disability increases with age: 3% of all 
Canadian children, 11% of all adults of labour force age, 
and 30% of all Canadians 65 years of age and over are 
disabled. As measured by degree of limitation, 2% of the 
population can be expected to experience severe disability, 
moreover the severity of disability tends to increase with 
age. Mental disorders are frequent and more numerous among 
groups having the lowest levels of income and education. 


Health Care Costs 


The aggregate health care bill in Canada, including 
both public and private sector expenditure was about $36 
billion in 1984. The private sector accounts for about 253% 
of this amount. Provincial and local government health 
spending is now close to $1,000 for every man, woman, and 
child@inethe. country = 


Over the last six years provincial health costs have 
more than doubled from $12.5 billion in 1978/79 to an 
estimated $26.1 billion in 1984/85. During the same period 
the overall cost of living as measured by the CPI increased 
by 658%. 


The share of total economic activity accounted for by 
health spending has increased over time. Health spending 
(public and private) as a per cent of Gross National Product 
rose from 7.3% in 197.0) tom? 76589 aneloSileandso4 Seine OSV ere 
is generally believed that the sharp jump in 1982 had less 
to do with health spending than with the fall-off in 
economic activity in this recession year. However, some 
health economists expect that final figures for 1983 and 
1984 will confirm that the ratio has held steady along the 
new 8% plateau reached in 1982. 
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Compared to other OECD countries, Canada is above 
average in the percentage of GNP devoted to health 
expenditure. Canada's ratio of 7.6% in 1981 compares with 
an OECD average of 7.3%. The ratio is 7.5% in Australia 
(1980), 6.9% in Switzerland (1980) and 6.7% in the United 
Kingdom. The United States devotes 9.7% of GNP to health, 
Sweden 8.3% (1980), and Denmark 8.1% (1979). Given the jump 
in Canada's ratio in 1982 to 8.4%, Canada may very well move 
up in terms of this international ranking. 
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BILLION DOLLARS 


FEDERAL/PROVINCIAL RELATIONSHIPS: AN EVOLUTION 


SECTION 1 
Introduction 


The study team feels it important that an overview 
perspective as it relates to the Canada Health Act, 
Established Programs Financing Act and the health care 
system in Canada be provided. It is also of the view that 
longer term considerations must be taken by the federal 
government. 


The attached papers on the Established Programs 
Financing (EPF) and Canada Health Act (CHA) provide details 
of these federal programs, together with observations 
concerning the major issues to be considered in reviewing 
them. 


Government sponsored health care in Canada can now 
claim a long history, and one which Canadians view as 
successful. The system has had a natural and progressive 
evolution which has proved successful and highly relevant to 
the Canadian context. Begun in British Columbia and 
Saskatchewan in the late 1940's and early 1950's, and then 
established as a national program in 1957 with the Hospital 
Insurance and Diagnostic Services Act. The system developed 
further with the introduction of the Medical Care Act in 
1967, and can now be characterized as a mature system 
insofar as hospital and medical services are concerned and 
of experimentation in new technologies and new delivery 
methodologies. 


There has also been a remarkable evolution in terms of 
the technology directed to illness treatment in this same 
period of time. Procedures and treatments never even 
dreamed of in the 1950's and 1960's are developing at an 
ever-increasing rate. The underlying technology of the 
health system and of the funding system in 1985 bears 
little, if any, resemblance to that which prevailed when 
national health insurance programs were first designed. 


With respect to inter-governmental relationships, the 
central question has become (or is) the appropriate role 
that the federal government should play in the future in 
health areas under provincial jurisdiction, specifically, 
health insurance - and stemming from that, the mechanisms 
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for, and levels of, federal funding to be employed. An 
Overview of changes that have taken place, namely from 50/50 
cost sharing to block funding, serves to highlight 
governmental attempts to match funding systems to changes in 
the health care delivery system itself. These changes have 
not taken place without conflict, and it is the belief of 
the study team that conflict can be traced, in part at 
least, to the fact that the health care system and the 
funding system have not evolved evenly. 


From the provincial perspective primarily, but also 
from the federal perspective, major issues which require 
addressing are: 


ae Escalating illness treatment costs which have, over 
the course of the past decade, outstripped economic 
indicators. 

AL The converse - namely government revenue rates of 


increase which have not matched rates of cost increase 
in the system. 


35 The imprecision of definition with regard to those 
fundamental criteria which have formed the foundation 
for federal health insurance legislation, namely 
universality, accessibility, portability, 
comprehensiveness, and public administration. 


4. The very real difficulties of dealing with a system 
where public expectations seem to be limitless and 
provider access to public funds is, in some respects, 
unbridled. 


ae In the context of the foregoing, how to move to more 
cost effective ways to deliver services while adhering 
to national criteria. 


From the federal perspective primarily, but also from 
the provincial perspective, the major issues appear to be: 


The requirement to ensure, in the national interest, 
that the current system retains the five underlying 
criteria as noted above. 


The need to somehow contain federal liability in the 
presence of a large federal deficit. 
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The need to more clearly address issues which relate 
to disease prevention, health promotion, and the 
development of a greater sense of individual 
responsibility for one's state of health. 


It is in the context of the foregoing that the study 
team feels additional issues to be considered are as 
follows: 


The need to address the central issue of ensuring 

that fresponsibirlity, gauthority rand faccountability for 
the current "illness treatment system" are 
appropriately aligned. Currently, the provinces have 
full management responsibility, authority and 
accountability for cost generation, and the federal 
government has a major responsibility for the provision 
of fiscal resources and major authority under the 
Canada Health Act with respect to the construct, in 
broad terms, of each provincial system. 


The critical need to reduce conflict between the two 
levels of government in the health field. 


The need to recognize and accommodate the impact of 
system evolution and direct funding evolution so that 
they are not in opposition. 


It is as a result of the foregoing, and of the study 
team's firm belief that the issues surrounding EPF and the 
Canada Health Act are inextricably linked to each other, 
that this paper investigates the possibility of new 
directions. 


SECTION 2 
A Question of Fundamental Choice 


Options available with respect to EPF and the Canada 
Health Act are as follows: 


The evolution option, whereby a new, and more 
appropriate, relationship is defined and established 
between the two levels of government. 


The reversion option for EPF whereby the fiscal 
arrangements are directed in such a way as to move more 
towards the original "50/50" basis of cost sharing with 
all that that implies. 
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Status quo, retaining all features of EPF and CHA as 
they currently exist. 


Evolution Option 


Under this option, the federal government would 
continue a level of cash funding for health insurance 
that would ensure that the Minister of Health has, and 
is seen to have, by Parliament and the provinces, a 
meaningful and legitimate role in the national health 
care field. 


Subject to the above, a substantial portion of EPF 

to become unconditional in form, unrelated to health 
and post-secondary education. To the extent possible, 
the cash portion of the EPF package would be converted 
into additional income tax room for the provinces. 


Develop federal/provincial agreement(s) which would; 


- define more precisely the national 
standards/criteria of health insurance services to 
be provided by provinces; and 


- provide a mechanism to monitor and ensure that 
standards are, in fact, met. 


Amend CHA appropriately, to eliminate unnecessary 
compliance and other measures. New legislation or an 
amended CHA would be needed to authorize the Minister 
to enter into the envisaged agreements. 


The intent of this option is to reduce the level of 
friction between the two senior levels of government on 
matters of finance and jurisdiction and to permit for 
positive collaboration on the issues facing our health 
care system. 


Pros 


Maintains the capacity of the federal Minister of 
Health to exercise his role in the national health care 
field. 


Separating EPF arrangements from "health" 

accompanied by collaborative approach to maintenance of 
national health insurance system would eliminate many 
sources of friction in current situation and, 


46 


therefore, should encourage development of an 
environment conducive to discussions of all health 
issues of national and intergovernmental concern. 


Federal government would be less exposed to provincial 
charges of interference and constitutional impropriety. 


Provinces would become more fully accountable to the 
public for administration and cost-effectiveness of 
their health services programs. 


Inflexibilities engendered by the CHA would be 
eliminated, and program changes would not be inhibited 
- as they may now be - by the ongoing argument about 
what provinces are doing with the federal transfers 
-forshealth.% 


Federal government would have more energy and freedom 
to pursue national health priorities. 


From the provinces perspective, the greater the tax 
room under EPF, the less susceptible the package is to 
federal restraint exercises. 


Cons 


Full financial disengagement from provincial health 
services could lessen the Minister of Health's capacity 
to influence his provincial colleagues. 


Potential public and/or political perception that the 
federal government is withdrawing from overall 
monitoring and financial role in national health 
insurance. 


Reversion Option 
Under this option, the system would return to some form 
of cost-sharing in provincial health insurance 
programs; e.g. federal sharing of defined "eligible" 
costs; or, per capita transfers escalating at national 
rate of growth for defined "eligible" costs. 


Pros 


Possibly provide some additional funds for provincial 
health programs (as eligible costs increase). 
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Might be welcomed by provincial and federal health 
ministers wishing to see health budgets receive more 
leverage in competition for funds. 


Could strengthen the federal Minister of Health's 
capacity to influence provincial programs. 


Cons 


Return to the shortcomings of the previous shared-cost 
arrangements, i.e. charges of interference, imposition 
of inflexibility in programming, wrangles over costing 
questions, requirements for audited reports on eligible 
costs, etc. 


Would move federal role in a direction away from that 
which has been evolving and would increase federal 
exposure to cost increases. 


Negative reception by provincial governments (Finance 
Ministers) as it would tend to limit their budget 
flexibility, particularly in the health field. 


Status Quo Option 


EPF remains in place "as is". 
Minister of Health and Welfare Canada continue current 
cooperative and flexible approach to the CHA and with 


bilateral discussion and resolution of problems. 
Pros 


Would continue substantial federal contribution for 
health purposes. 


Some improvement in federal/provincial environment as 
Minister of Health and Welfare Canada continues to 
demonstrate flexibility, and as the Minister moves into 
discussion of a better longer-term federal/provincial 
collaborative approach to health matters. 


Continue to limit federal exposure to health cost 
increases. 
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Cons 


EPF with its designated "health" dollars would continue 
to invite arguments on share of costs being borne by 
the federal government. Success in addressing health 
questions jointly could be negatively affected. 


Always a chance that Minister of Health and Welfare 
Canada will be driven, by the reporting requirements to 
Parliament and other provisions of the CHA, to a more 
rigid approach, with consequential increases in 
federal/provincial tensions. 


Provinces would continue to be uncertain about the 
future stability of EPF-health transfers. 


The study team recommends to the Task Force that the 
government consider the evolution option, not only because 
it best allows for resolution of the issues identified, but 
also because there is a sense of inevitability that, over 
the next decade at least, evolution will take place. It 
would be preferable that such evolution be the result of a 
conscious and comprehensive process of definition as opposed 
to a reaction to crises. 


SECTION 3 
Pursuing the Preferred Option 


The study team is of the opinion that, in pursuing an 
option of fiscal and system evolution, it is necessary to 
identify clearly the central and essential principles upon 
which the federal government would be willing to consider 
any changes. These principles are as follows: 


Maintenance of the five fundamental criteria of our 
health care system - namely, ACCESSIBILITY, 
UNIVERSALITY, COMPREHENSIVENESS, PORTABILITY, AND 
PUBLIC ADMINISTRATION —- must be ensured and, in the 
national interest, the federal government has a right 
and obligation to monitor the system in this regard. 


The principle of interprovincial fiscal equity for 
these social programs (which is at the very basis of 
Canada as a nation) must be retained at least as it 
currently exists. 
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The federal government has a legitimate major 
leadership role to play in health promotion, strategies for 
disease prevention, and the encouragement of greater levels 
of individual self-responsibility for health among all 
Canadians. 


Assuming the acceptance of these principles, the study 
team then proceeded to identify possible mechanisms for 
evolution of federal/provincial relationships whilst 
ensuring that the principles would be protected. The 
following sections present the team's thinking in terms of 
items which might form the basis for intergovernmental 
discussions over the next few years. 


Ensuring the Five Criteria 


Currently, ensuring that the five criteria of Canada's 
health care system are complied with by provinces is highly 
dependent upon the ability of the federal government to 
monetarily "penalize" provinces. With a mature social 
progam, and in the interests of cooperative federalism, it 
is the study team's belief that this is not always an 
appropriate and necessary mechanism. Firstly, any province 
which deliberately violates these fundamentals would surely 
and quickly be brought to task by its own public and 
electorate; in an age of social advocacy, this is an 
effective first line of defence. Secondly, moral suasion, 
particularly when it is applied to a mature and universally 
accepted social program, can be most effective, as can 
federal government advocacy. Thirdly, it will always be 
within federal jurisdiction to legislate conformance after 
the fact if absolutely necessary, and, in this instance, 
inter-provincial pressures could become substantial for an 
offending province. Finally, the opportunity exists at the 
outset of proposed negotiations, for provinces to formally 
commit themselves to the maintenance of a viable basic 
national health care system. 


In order to ensure maintenance of the five criteria, 
the federal government must be in a position to constantly 
monitor changes that take place in provincial programs. 
There are a variety of mechanisms for such monitoring 
including, but not limited to, the following: 


Review of regular reports submitted in accordance with 
agreements with the provinces. 
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Review of complaints in the media and from individual 
Canadians. 


The establishment of a small but powerful secretariat 
under the Minister of National Health and Welfare 
charged with responsibility for monitoring, analyzing 
and advising on such changes as may take place in 
provincial delivery programs. Such a secretariat could 
also act as a source of information exchange between 
governments in terms of promising positive changes or 
experiments. 


The establishment of an arm's length agency along the 
lines of the Economic Council of Canada, one of whose 
responsibilities might be to report to the Minister of 
National Health and Welfare on the state of the 
country's health care system. The study team is 
particularly attracted to the potential value of the 
concept of a Health Council of Canada. Such a body, 
constituted on an arm's length basis, with a membership 
of outstanding Canadians, and a small but expert 
secretariat, might prove exceedingly useful, not only 
aS a monitoring agency, but also as a focus for the 
analysis, the development of new delivery concepts, and 
catalysis of a greater degree of self-responsibility 
amongst Canadians through public education about our 
health care system. A key concern of the study team, 
if the concept of such a Council was to find favor, 
would be that its membership must not be constituted so 
as to provide specific representation of key elements 
in the current delivery system. 


The foregoing represent ways in which the Minister 
might monitor the state of the health care system in the 
national interest - the list is not intended to be 
comprehensive and further options are undoubtedly available. 


Ensuring Interprovincial Equity 


The study team examined a number of alternative options 
in moving towards the long term goal. The maintenance of 
interprovincial equity was an important consideration 
throughout this examination. 


In considering an "all-tax" option for EPF transfers, 
for instance, it was concluded that cash adjustment payments 
of some kind would be necessary to avoid significant losses 
in less wealthy provinces. 


2) 


We have already stated a preferred option for changing 
federal/provincial fiscal arrangements. Whatever 
arrangements may ultimately be negotiated, the study team is 
convinced that interprovincial equity must be protected, 
just as it is convinced that a new relationship must be 
negotiated, one which specifically places major 
responsibility and accountability for revenue generation 
squarely with the level of government which has control of 
health expenditures. 


The study team suggests that negotiations at the 
Ministerial level between the provinces and the federal 
government begin as soon as possible with a view to, among 
other things, re-defining the intergovernmental fiscal 
arrangements for health in a manner which will better align 
the fundamental management issues of responsibility, 
authority and accountability. 


Promotion and Prevention 


As our present "illness care" system has evolved, it 
has become mature and established as a national social 
system. But, as agreed by most observers, the emphasis is 
indeed on the treatment of illness rather than on addressing 
some of the root causes of illness; the outlook becomes 
short-term and the utilization of resources somewhat 
inefficient. 


As a result, the pressures of provider groups and 
agencies, and the very real economic conflicts presented to 
provinces, have served to detract from the central require- 
ment; the promotion of health. The most significant effort 
towards advancing this cause has come from the federal level 
in past years. 


The study team has put forward specific suggestions 
with respect to health promotion elsewhere in this report, 
which require involvement of provincial governments. But 
most importantly, it emphasizes the leadership 
responsibility of the federal government in any campaign to 
legitimize lifestyle changes, health promotion, illness 
avoidance and, particularly, the "selling" of the concept 
that each individual Canadian has a major 
self-responsibility to advance the cause of his/her own 
health and to utilize the illness care system with a high 
degree of responsibility. 
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A Process for Change 


Key to the foregoing strategy is the necessity for 
strong federal leadership, at the political level, in 
initiating and successfully concluding the negotiations 
necessary to establish new relationships important to 
advancing the directions indicated., It is our view that 
the federal government must conduct the negotiations in a 
meaningful way, with a view to achieving consensus. This 
responsibility cannot be delegated. 


These negotiations towards a new direction should begin 
at the earliest possible moment, for it is unlikely that 
major changes can be made, particularly with respect to 
fiscal arrangements in a time frame of less than five years. 


AS a result, a transition period of some five years 
will have to be dealt with. 


The Transition Period - 1987/92 


It will take some time to move from the current 
Situation to the envisaged long-range federal role(s). 
Extensive consultations with provinces, as well as between 
the federal Ministers of Health and Finance would be 
required. A useful timing for staged changes would be the 
context provided by quinquennial fiscal arrangements 
negotiations. These negotiations are just beginning and 
will end late next year for the five years 1987-1992. It is 
suggested that, assuming the proposals for the long-run are 
accepted, some changes in EPF and other federal/provincial 
health related activities could be instituted, say, on 
April 1, 1987, and the next five years could then be used by 
the Minister of Health and Welfare to bring about agreement 
on the long-run re-orientation. 


During this same five-year period, the following needs 
must be addressed: 


stability in funding 

the federal deficit 
flexibility and compromise 
assistance in experimentation. 


ois) 


The study team recommends to the Task Force that the 
government consider the following as a mechanism for 
governing federal/provincial relationships in health to 
este ¢ 


Eliminate the split in EPF between health and 
post-secondary education or, failing that, make the 
split on a more realistic basis. 


Fix for a five-year period EPF arrangements, 
appropriately modified as above, by means of 
legislative amendment and preferably confirmed through 
federal/provincial agreement. This implies no changes 
without provincial consent. 


The Minister of Health and Welfare enter into bilateral 
discussions with the provinces to jointly develop a 
flexible approach in dealing with problems under the 
Canada Health Act. 


Flexibility could be exercised in the interpretation of 
the Act: 


the Minister could be lenient in the time allowed 
for provinces to work out arrangements for 
satisfying the portability provisions; 


the Minister could agree to minimize information 
requirements under the Act. 


Provide funding to provinces for one or more of the 
following purposes (cost-shared or otherwise): 


community based health care initiatives (as 
mentioned in the Throne Speech); 


Capital projects targeted to the health care needs 
of the elderly; 


alternative low-cost health care delivery 
mechanisms. 
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Pros 


Five-year term for EPF is more consistent with the 
Original intention in 1977 that EPF was to be a 
permanent arrangement. (In the 1977/82 period 
arrangements were effectively locked-in for a five-year 
period by the requirement of three years' federal 
notice to terminate the arrangement and the need for 
provincial consent to changes during the first two 
years.) 


Would restore stability in health and post-secondary 
education financing for provinces. 


Discontinuing .the legislated split of EPF would firmly 
re-establish EPF as block funding for both health and 
post-secondary education, rather than separate 
transfers for each function. This return to true block 
funding would represent an evolutionary step towards 
the severing of EPF funding relationship to health 
care. 


Eliminating the breakdown of EPF between health and 
post-secondary education would remove the current 
readily available data used for the time-consuming 
debate on what "Share" each government pays respecting 
these functions. 


If the termination of the split is unacceptable, a 
division based on current provincial spending 
priorities between the two functions would at least be 
more realistic. 


A more progressive interpretation of the Canada Health 
Act would give added flexibility to provinces in 
meeting health cost pressures and would ease the 
administrative requirements at both levels of 
government. 


Directed federal funding would stimulate the 
development of low-cost alternatives to hospital care. 


The three elements of this option (EPF, CHA, directed 
funding), taken together, would do much to alleviate 
irritants between the two levels of government and thus 
improve the climate for negotiations towards a new long 
term approach to health care issues and remedies. 


ee) 


Cons 


From the federal finance point of view, the five-year 
term for EPF limits fiscal manoeuverability at the 
federal level by protecting these transfers from the 
ongoing federal restraint exercise. 


Ending the EPF split would complicate the process of 
the federal ministers reporting to Parliament on the 
effectiveness of spending of EPF monies. 


Relaxed enforcement of CHA provisions could be 
perceived by some as a retrenchment of federal 
commitment to preserve Medicare. 


Circumstances could drive the Minister of Health and 
Welfare to a more rigid approach to administration of 
the CHA, with undesirable effects on federal/provincial 
(health) relations. 
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ESTABLISHED PROGRAMS FINANCING (EPF) 
HEALTH-TAX POINT TRANSFER 
(Health and Welfare Canada) 


OBJECTIVES! 


To transfer fiscal resources to the provinces with the 
primary objective of ensuring maintenance of provincial 
health insurance programs that meet certain federal/national 
Criteria and other conditions; criteria and conditions are 
set out in the Canada Health Act, 1984. 


Other objectives relevant to this examination are some 
of those enunciated by the federal government when EPF was 
negotiated in 1976. They are: 


a. the federal government should continue to pay a 
substantial share of (program) costs; 
Ds there should be greater equality between provinces 


in the transfers, i.e., equal per capita rather 
than the varying amounts under the shared-cost 
arrangements; 

Ce funding should be more stable (for both federal 
and provincial governments) through more 
permanent arrangements; 

ais the provinces should have flexibility in the use 
of their funds in the fields of health and 
post-secondary education; 

e. continuing joint policy discussions should exist 
in the health and post-secondary education fields. 


BENEFICIARIES 


All provinces and territorial governments and, through 
them, virtually all residents of Canada. 


Te Basically, these objectives parallel those set out by 
the federal government when EPF was negotiated in 
1976. The first objective, however, has been written 
in the light of the "PURPOSE" set out in the Canada 
Health Act. 
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AUTHORITY 


Part VI of the Federal-Provincial Fiscal Arrangements 
and Federal Post-Secondary Education and Health 
Contributions Act, 1977 as amended; and 


The Canada Health Act, 1984. 
RESOURCES 


Administration rests with the Minister of Finance 
(calculation of transfers) and Minister of Health and 
Welfare Canada (HWC) (administration of compliance provi- 
sions and payment of cash contributions under the CHA). 
(See separate paper on Administration of CHA). 


Estimates of the EPF health transfers for 1985/86 total 


$11.2 billions, $6.7 biliWron 1necash contributionssand, 54.6 
billion in value in tax transfers. 


DESCRIPTION 
Present Arrangements 

Nature of EPF 

The EPF arrangements comprise transfers of (federal) 
fiscal resources (cash plus value of certain tax transfers) 
to provinces! to assist them to provide health and post- 
secondary education services. 


Total Value of EPF Transfers 


The total value of the EPF health and post-secondary 
transfers for each province is derived as follows: 


Health: 


ae the 1975/76 national average per capita federal 
contributions for hospital and medical care 
insurance ($144.25) escalated annually at the rate 
of growth of the economy (three year moving 
average GNP per capita) (=$401 per capita 1985/86); 


° In the context of this paper, the term provinces 
includes Yukon and Northwest Territories. 
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plus 


b. $20 per capita for extended health services in 
1977/78, escalated on same basis as in a., (=$43 
per capita 1985/86); 
(= total $444 per capita 1985/86) 


multiplied by 

cr the population of each province. 

Post-secondary Education: (P.S.E.) 

a. the 1975/76 national average per capita federal 
contribution for post-secondary education ($68.31) 
escalated annually as above, except for 1983/1984 
and 1984/1985 when the PSE per capita growth was 
restricted to 6% and 5% respectively under the 
federal restraint program, (=$179 per capita 
1985/86); 

multiplied by 
b. the population of each province. 
Calculation of EPF Cash Contributions 
Total entitlement for each province (as derived above) 


minus the value of tax transfers equals the cash contribu- 
tion (or payment). 
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Chart 1 illustrates the division of the estimated EPF 


health per capita amount ($444) between cash and tax 

The table immediately following shows 
the estimated value of the EPF (health) transfers; 
and in total for each province in 


transfer in 1985/86. 


and cash contributions, 


1985/86. 


Inetax 


Value of EPF Health Transfers 1985/86 by Province 
(Estimated, September, 1985 at $444 per capita) 


Value of 
Cash Tax 

Contribution(1) Transfers(2) Total 

(S000) ($000 ) ($000) 
NFLD 2037232 87,092 2577514 
Pe Bales 3777300 19,079 56,379 
N.S. 258,194 327.054 390,248 
N.B. 210,896 107,864 318,760 
QUE 1; 49.5752 1: 74417427 2,916,948 
ONT 27 49) (362 Pr5roe3s9s AIO 18, 26.0 
MAN Suse OG 160,400 474,016 
SASK 6 28, 03:5 Les 0 773.0 451,765 
ALTA 561,656 478,870 P0407, 526 
Bas Silesian a5 4'7 0.223 1,281,498 
Nie Wie Lie 137638 8,928 227561 
YUKON 5,946 4,159 Ove LO 5 
TOTAL 6776i7-61,>7 6 4,560) 724 1725777440 


(1) Paid by the Minister of National Health and Welfare 


(2) Includes the value of federal tax forgone plus 
equalization associated with the health portion of the 
EPF tax abatement. This "associated" equalization is 
included in the equalization payments made by the 
Minister of Finance to six recipient provinces (NFLD, 
PEI, NS, NB, QUE, and MAN). 


Criteria and Penalties Attached to the Federal EPF Health 
Transfers 
The Canada Health Act, assented to April 1984, replaced 


the Hospital and Diagnostic Service Act and the Medical Care 
Act. The CHA sets out the criteria and conditions regarding 
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health insurance that are attached to the EPF health trans- 
fers and provides penalties if the criteria are not met. No 
criteria or penalties apply to the Extended Health Care 
Services portion of EPF. 


EVOLUTION OF EPF 
The Pre-EPF Period 


The EPF arrangements began April 1, 1977. They 
replaced separate federal cost-sharing programs with the 
provinces for hospitalization (from 1957), medical care 
(from 1966) and post-secondary education (from 1967). 


The Minister of National Health and Welfare made cash 
paymentsl under the Hospital Insurance and Diagnostic 
Services Act (HIDS) and the Medical Care Act. The Secretary 
of State made post-secondary cash payments and this transfer 
was authorized by the Federal-Provincial Fiscal Arrangements 
Act. The form of the post-secondary transfer also differed 
from the other two, i.e., an abatement of four equalized 
points of the personal income tax and one equalized point of 
corporation tax plus a cash adjustment payment. 


The federal contributions were about half of total 
"eligible" costs, but the way the federal share was 
calculated differed for each of these three shared cost 
programs, i.e.: 


hospital insurance - (25% of national average provin- 
cial per capita cost plus 25% of a province's own per 
capita cost) x (population); 


medical care - (50% of national average provincial per 
Capita cost) x (population); 


post-secondary education - the greater of 50% of 
institutional post-secondary education operating costs 
incurred in a province or $15 per capita in 1967 (the 
latter was escalated annually at a growth rate of 
eligible national post-secondary costs). 


: Quebec received part of its compensation in the form of 
tax transfer that had been effected through the 
Established Programs Financing (Interim Arrangements) 
Act, 1964. 
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Detailed conditions under signed agreements were 
attached to the hospital insurance program. Under medical 
care, the provinces had only to satisfy five criteria or 
principles (public administration, comprehensiveness, 
accessibility, portability of benefits and universality). 
No program condition was attached to the P.S.E. program. 
For all three, however, though advances were made based on 
estimates, final determination of amounts of the federal 
contributions required provincial submission of audited 
provincial and/or institutional statements of "costs 
eligible" for sharing. 


Some provinces, objected in principle to the use of 
federal spending power in areas of provincial jurisdiction. 
By offering to finance half the cost, subject to certain 
conditions, the federal government, it was argued, impelled 
provinces to implement programs in social policy areas that, 
in some cases, they did not want or they would have 
delivered in a way different from that induced by federal 
econditiions. s. 


Quebec took the lead in this regard, arguing for 
"“contracting-out" arrangements to remove this imposition of 
federal priorities in provincial spending. 


Because of these pressures the federal government in 
1963 announced a willingness to withdraw from a number of 
"well established" social policy shared-cost programs, 
subject to a number of conditions. The Established Programs 
(Interim Arrangements) Act of 1964, subsequently provided 
the legal framework to implement this proposal. This Act 
authorized "contracting-out" on the basis of a transfer of 
(equalized) 20 percentage points! of the personal income 
tax. The value of these points would be augmented by cash 
adjustment to make the total compensation equal to what a 
province would have received in cash through the original 


shared-cost arrangements. In addition, a "contracting-out" 
province would have to adhere to all the contractual and 
conditional requirements of the programs. Finally, the 


determination of adjustment payments would have 
1, 14 for hospital insurance, four for welfare programs, 


and one each for vocational training and national 
health grants respectively. 
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required the submission of detailed provincial cost records 
to the federal government. Quebec was the only province 
that took sup’ thisvotfer- 


In 1966, the federal government advanced another 
proposal aimed at moving beyond the Interim Arrangements 
Act. This new offer! which proposed a tax transfer (+ cash 
adjustment) arrangement, also included an eventual 
detachment of transfer entitlements from provincial costs, 
as well as a substantial reduction of program conditions. 
General agreements were envisaged, covering portability of 
benefits and the maintenance of national standards in the 
health field. Quebec was interested, but the offer would 
have had to be accepted by all provinces before it would be 
fully developed and implemented. 


The 1966 negotiations ended in, among other things, the 
introduction of the post-secondary fiscal transfer, 
involving federal sharing of P.S.E. operating costs and a 
compensation package based on a tax transfer and cash2. 


Somewhat similar proposals were advanced in the early 
1970s, in one case based on a transfer of health and tobacco 
taxes, but the majority of provinces considered that the 
compensation offered (with future growth severed from 
program costs), did not warrant taking the risk of moving 
from the 50/50 sharing arrangement. 


During the late sixties and early seventies, both 
levels of government became increasingly concerned with 
rapidly rising costs for the major programs they jointly 
financed. This was partly due to the use of matched funding 
arrangements which have a built-in bias for cost escalation 
in that provinces have to bear less than the full weight of 


a Hospital Insurance, Canada Assistance Plan and the 
continuing portion of National Health Grants. 


2, Four equalized percentage points of the personal tax 
and 1% of corporate taxable income. 
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new expenditurel. Provinces were urged to become more 
cost-efficient in the delivery of these services. They 
responded by noting that they were already doing a great 
deal, but that they were hampered by the rigidity of the 
cost-sharing conditions attached to hospital insurance and 
medical care programs. The detailed accounting and auditing 
requirements of these and the post-secondary programs were 
also costly and a source of ongoing irritation to both 
Sides. 


Quebec, Ontario and Alberta, during this period, 
increased the pressures for federal withdrawal. At the same 
time, the federal government took a number of actions to 
stem the levering effect of rising costs on its 
contributions. In 1972, the federal government instituted a 
15% cap on its transfers for post-secondary education. 


Subsequently in 1975, in the run-up to the 1976 fiscal 
arrangements negotiations, the federal government announced 
a phased-in ceiling to its per capita contributions under 
Medicare - 13% in 1976/77, 10.5% in 1977/78 and 8.5% for 
subsequent years. At the same time, the federal government 
announced its intention to terminate the hospital insurance 
program in 1980, the earliest date permitted by legislation. 


Given the dissatisfaction with cost-sharing at both 
levels of government, the stage was set for meaningful 
reform during the negotiations of 1976. 


Negotiation of the EPF Arrangements in 1976 


The proposed arrangements were tabled at the June 1976 
Conference of First Ministers at which the then Prime 
Minister set out five principles to form the basis of future 
federal support for health and post-secondary education 
financing. These principles, and objectives drawn from 
them, are essentially those set out under OBJECTIVES at the 
beginning of this assessment. 


It was proposed that the total value of per capita 
federal contributions in a base year 1975/76 (for the three 


1. In fact, only the Post-Secondary Transfer was a full 
50/50 sharing program in each province, i.e. if $l were 
to be spent, the province got back 50¢. Medical Care 
had initially no cost increase incentive since payments 
were based on 50% of national average per capita 
eligible costs. 
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programs in question) be escalated at the rate of growth of 
GNP per capita (three year moving average) to establish a 
national base per capita contribution for 1977/78 and for 
each following fiscal year. An additional $20 per capita 
was provided, beginning in 1977/78, to assist in financing 
Extended Health Care services. This was also to be 
escalated at the rate of growth of GNP per capita. 


The federal contribution to each province would consist 
of cash and income tax room vacated to the provinces (12.5 
personal income tax points and one point of corporate tax).1 


During negotiations it was agreed that provinces that 
received less than average transfers per capita under 
cost-sharing would be levelled up to the national average 
Over a three-year period. Provinces that received above 
average federal sharing in per capita terms, however, were 
to be levelled down to the national average per capita level 
over a five-year period. 


In the final steps of negotiations the overall EPF 
transfer was increased by one additional point of personal 
income tax plus an equivalent amount in cash as compensation 
for the termination of the revenue guarantee payments; 
payments which were tied to claims for continuing provincial 
losses resulting from the federal tax reforms of 1972. The 
“compensation for termination" through EPF amounted to 
approximately 40% of what the original guarantee would have 
been worth to the provinces. The provinces, in accepting 
the EPF arrangement, also gave up claims to continued 
cost-sharing under the hospital insurance scheme, which was 
not due to expire until mid-1980. 


Despite the risk entailed in a GNP driven formula, 
(unrelated to growing costs), provinces accepted the new 
arrangements in light of the increased flexibility which 
would allow them to rationalize their delivery systems 
towards lower cost alternatives, particularly in the health 
area. From the federal point of view, tying transfers to 
the rate of growth in the economy provided the predicta- 
bility sought over its payouts. (However, accountability to 
Parliament for block-funded spending eventually became a 


Ih The then existing tax transfers related to post- 
secondary education were to be subsumed in these 
totals. 
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concern.) Finally, both levels of government were relieved 
of the burdensome administrative requirements characteristic 
of shared-cost schemes. 


The detailed conditions attached to the hospital 
insurance program were to have been superseded by the 
extension of the five principles of the medical care program 
to the whole health insurance field through new federal 
legislation. Provision of ongoing federal/provincial 
discussions and development of policies of national 
Significance in health and post-secondary fields were 
envisaged. 


Experience with EPF 1977/78 through 1981/82 


Basically, the new EPF arrangements attained the 
objectives set by the federal government in 1976; the 
exception was the lack of any provision for ongoing 
discussion of policy matters, particularly as regards post- 
secondary education. 


However, a new Health Act was not enacted. Conse- 
quently, though authority for the calculation of EPF 
transfers (and for post-secondary and Extended Health Care 
payments) was provided in the Fiscal Arrangements and 
Established Programs Financing Act, 1977, the authority for 
making payments under the hospital insurance and medical 
care programs remained in the HIDS and Medical Care Acts. 
Therefore, the original program criteria continued in force 
with the Minister of HWC retaining authority to withhold the 
"entire" payments where federal conditions were not 
satisfied. 


In general provinces were satisfied with the EPF 
arrangements. Similarly, the federal government, "...though 
concerned about accountability to Parliament for block- 
funded spending...obtained more certainty in budgeting for 
its contributions to the areas in question"!. Nevertheless, 
because during these five years the federal government felt 
impelled to impose restraints on its own spending, the EPF 
transfers (growing with an inflated GNP) became a target for 
increasing concern. As part of its restraint exercise, the 
federal government in 1978 proposed to shave two percentage 
points off the GNP escalator, but did not proceed. 


(1) Report of the Parliamentary Task Force on Federal/ 
Provincial Fiscal Arrangements, August 1981, page 71. 
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Concerns also arose in the public mind, among interest 
groups, and consequently, among federal politicians, about 
the maintenance of adequate programs in the health insurance 
and post-secondary areas. 


Some federal and provincial politicians and "interest 
groups" alleged that provinces were underfunding health care 
and post-secondary education, as implied by a rising federal 
share of financing for these functions. In the health care 
area, in particular, Justice Hall examined the arguments 
that provinces were diverting federal cash transfers for 
health to other uses and exonerated the provinces of any 
wrong-doing. In fact by 1979 or 1980 the more rapid growth 
of EPF transfers over provincial spending in both fields had 
been reversed. 


These issues and others related to the whole field of 
fiscal arrangements were studied and reported on with 
recommendations by a Parliamentary Committee in 1981. Some, 
but not all of the recommendations and concerns of this 
Committee were incorporated into the 1982/83 fiscal 
arrangements and the new Canada Health Act. 


Changes to EPF Arrangements Effective 1982/83 and Other 
Developments 


In 1982, the federal government recovered the cash 
equivalent of EPF revenue guarantee compensation, yielding 
federal savings estimated to be $6 billion over the five 
years to 1986/87. 


In 1984, the EPF transfer was formally split in the 
legislation into separate health and post-secondary 
education components. Since the cash transfer was 
designated between the two functions from the beginning of 
EPF, the change formally enshrined a division of the total 
EPF package. 


The Canada Health Act was passed and became effective 
April 1984. This Act set out criteria and conditions to be 
met by provincial health insurance plans to qualify for EPF 
cash contributions. Penalties for non-compliance are also 
provided. 
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Six and five per cent restraints were applied to the 
per capita contributions for post-secondary education, 
resulting in federal savings of $104 million in 1983/84 and 
$247 million in 1984/85. The permanent lowering of the base 
per capita contributions results in ongoing annual savings 
to the federal government. 


EVALUATIONS 


No formal evaluation of EPF has been done. However, 
the report of the Parliamentary Task Force on Fiscal 
Federalism in Canada (Breau Report) was an examination of 
the EPF arrangements. 


OBSERVATIONS 
Financial Commitment to Maintenance of Standards 


The maintenance of national standards or principles 
requires that sufficient resources be committed to the 
health care system. 


However, any examination of the adequacy of funding 
levels is beset with difficult measurement problems and a 
tackeOLsClaratyein thesfive, basic, principles, or standards of 
the Canada Health Act. Under these circumstances, 
judgements as to whether the system is overfunded or 
underfunded become largely subjective. 


This is reflected in the conclusions of two recent 
assessments of the "underfunding" allegation. The CMA in 
its examination of the matter concluded that "the evidence 
is contradictory and inconclusive" and on that basis, it 
would not support "the contention that there is underfunding 
generally in Canada". The Parliamentary Task Force on 
Federal-Provincial Fiscal Arrangements on the basis of its 
examination concluded that "the evidence is not sufficient 
to demonstrate that the system is underfunded". 


Under EPF, the federal government committed itself to 
paying a substantial share of program costs. At the present 
time, the portion of EPF assigned to health is equal to 
about 40% of all provinces' health spending, with the rate 
for individual provinces varying within plus or minus 73 of 
chess 
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Over the recent past, federal contributions have grown 
more slowly than provincial spending because of a number of 
pressures within the system. Provinces have indicated to 
the Study Team that for the immediate future, they are 
looking at expenditure increases of 4% or 5% above the 
inflation rate owing to the costs of serving an aging 
population, steadily increasing usage rates and the growing 
cost of new technology. 


Provinces have complained of a two sided strain on 
their finances. On the one side, they have had to adjust to 
the federal withdrawal of almost $6 billion in revenue 
guarantee compensation over the five years to 1986/87. At 
the same time, the Canada Health Act has placed new demands 
on them and restricted their revenue raising flexibility. 
For example, the portability provisions requiring the 
payment of host province rates will add to costs in some 


provinces. References to health care practitioners in the 
legislation is said to have created pressure for bringing 
additional services under the insurance plans. Differential 


user charge schemes to encourage movement away from 
expensive institutional treatment to low-cost 
community-based alternatives are not allowed under the Act. 


Greater Equality in Per Capita Payments 


EPF has resulted in equal per capita entitlements among 
provinces. 


Through levelling provisions over the first five years 
of EPF the per capita entitlements were gradually made equal 
across nine provinces. The exception was Alberta which 
owing to the working of the formula received a bonus per 
capita amount from its above average income tax growth. The 
so called "fiscal dividend" to Alberta was removed in 1982, 
thus creating full equality in the per capita transfer 
amounts for all provinces. 


Stability and Permanence of Funding 


By linking its transfers to recent growth in the 
economy rather than provincial spending, the federal 
government has gained a measure of predictability over its 
transfers. EPF has not been a stable source of financing 
for provinces. 
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Within two years of the introduction of EPF, the 
federal government attempted unsuccessfully to reduce the 
transfer escalator. Actual cuts came in fiscal 1982/83 with 
the removal of the revenue guarantee component of EPF, 
followed in 1984 by six and five program restraints on the 
federally designated EPF support for post-secondary 
education in 1983/84 and 1984/85. 


Flexibility 


From the beginning of EPF the federal government has 
followed the practice of designating EPF support between 
health and post-secondary education. This division of EPF 
was originally made to permit cash payments to flow through 
the Secretary of State and the Minister of Health and 
Welfare, Canada. 


The split has regularly been used to determine federal 
"shares" of spending, a notion contrary to the detachment of 
federal transfers from provincial spending under EPF. 


While provinces may use federal funds as they see fit 
both within and between the two functions, their spending 
behaviour has often met with federal charges such as 
provincial underfunding, diverting EPF monies to highways, 
and rising federal "shares". 


There is concern that the Canada Health Act will limit 
the flexibility of provinces to pursue ways of improving 
efficiencies in the health care system. 


Forum for Joint Policy Discussions 


The Federal Provincial Advisory Committee structure has 
continued but it has dealt mainly with program and technical 
issues. Policy issues were rarely addressed and deputy 
ministers and ministers met only sporadically. There have 
been a few notable exceptions, (e.g., Canadian blood policy 
and medical manpower). 


During the period of development and passage of the 


Canada Health Act, there was no federal/provincial 
discussion of the policy issues involved. 
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PROVINCIAL VIEWS ON EPF 


The provinces and territories are all strongly in 
favour of the block funding under EPF in accordance with the 
principles enunciated in 1976 by the then Prime Minister. 
However, they resent the Canada Health Act, and past EPF 
CUTS’. 


OPTIONS 


The study team recommends to the Task Force that the 
government, in collaboration with the provinces, consider 
changing its role from a focus on provincial 
illness-treatment programs to one that emphasizes personal 
responsibility for one's health through healthier 
lifestyles, illness and disease prevention, and so on. This 
would involve, inter alia, partial federal disengagement 
from financial or direct substantive influence on provincial 
l1llness-treatment plans, leaving the provinces, to the 
fullest extent possible, responsible for raising revenues 
for and cost control of their health insurance systems. At 
the same time, a monitoring mechanism would need to be put 
in place, under agreements with the provinces, which would 
ensure the maintenance of agreed basic national standards of 
service across the country. 


The study team envisages such a regime being developed, 


in close collaboration with the provinces, over a five-year 
period. 
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HEALTH INSURANCE —- 
(ADMINISTRATION OF CANADA HEALTH ACT 1984) 
(Health and Welfare Canada) 


OBJECTIVES 

Objectives of the Act; 
Section 3 of the Act says; 
"PURPOSE 


The purpose of this Act is to establish criteria and 
conditions that must be met before full payment may be made 
under the Act of 1977 in respect of insured health services 
and extended health care services provided under provincial 
law." 


Note THSe. screen ACte ot. 197/22. emeansy the 
Federal-Provincial Fiscal Arrangements and 
Federal Post-Secondary and Health Contributions 
Act, (1977. 


Other (Administrative) Objectives 


Make Established Program Financing (EPF) "cash 
contribution" payments to provinces. 


Enable the Minister to judge whether the five criteria 
and other conditions in the Act are being satisfied by each 
province, and if not what penalties should be imposed. 


Enable the Minister to be accountable to Parliament. 
(Annual report required by section 23 of the Canada Health 
Act (CHA) regarding EPF health cash contribution paid to the 
provinces, and the extent to which provincial health 
insurance plans satisfy the five criteria, etc.) 


Facilitate policy analysis regarding health 


insurance/health care and the federal role(s) in Canada's 
health systems. 
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BENEFICIARIES 


Indirectly, through provinces and territories, 
virtually all residents of the country. 


Federal estimates of health insurance and extended 
health care services contributions for each province in 
1985/86 are set out below. 


1985/86 Estimates of EPF (Health) Contributions 
in Relation to Estimated Provincial Health Expenditure 


Total 
Tax Provincial 3 
Cash Abatement Total Health Percen- 
Contrib. & Equal. (1) & (2) Exp. tage 


Prov. ($Million) ($Million) (S$Million) ($Million) (3)of(4) 
(1) (2) (3) (4) (5) 


NFLD 15/,ORes Sia 257.4 57220 44.9 
PEI Ses LORE 56.4 120.5 46.8 
NS 25822 1321 39072 864.2 45.2 
NB 21180 LO59 Slats hats: 697.4 45.7 
QUE 1,475.5 1,441.4 Yay SM oes 2) Tipo 4.2 Sore 
ONT 2,497.4 1b Bu eis) 4,017.3 D2 8 Dies 43.5 
MAN 33 30 160.4 474.0 1,186.6 392 
SASK 32150 is Ons7 451.8 2032.0 41.0 
ALTA Nether) . 478.9 1,040.5 37 14675 3S el 
BC Sis 470.2 12 SAS 37 213.4 S909 
NWT 13.6 15'S) 22.6 88.5 2D 
YUKON yey 2) 4.1 Oa 28.8 cyaa 


TOTAL 6,676.7* 4, DOO. =a eno 7 a x 27, 66 LUAS* 40.6 


* Source: Department of Finance for EPF data 
** Source: Department of Health and Welfare Canada (HWC) 
for Provincial Health Expenditures 


RESOURCES 


The Health Insurance Directorate has a permanent 
establishment of 16 person-years. However, the tasks being 
performed have impelled the department to lend temporarily 
10 additional employees to the Directorate. Department 
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administration supports an establishment of 26 person- 
years, but approval has not yet been received for the extra 
10. It may have to be sought from Cabinet. 


Estimates of Person-Years and Expenditure, 1985/86 


Present 
Approved Requested 
Establishment Additional Total 
Salaries & Wages $768, 000 $370,000 Srp 3sses. 000 
Operation & 
Maintenance 170,000 210, 000 380, 000 
TOTAL $938,000 S580 7006 $1,585,000 
Cash Contribution 
Payments to 
Provinces S6n7eBa.l lion 
Person-years 16 10 26 


Organization Chart 


Health Insurance Directorate 


Director General 


(1 P-Y) 
————, 
Program Co-ordination Directorate 
Admin. Analysis & Communications Admin. 
(5 P-Ys) (5 P-Ys) (12 P-Ys) (3 P-Ys) 
DESCRIPTION 
Introduction 


The CHA, in effect, replaced the Hospital Insurance and 
Diagnostic Services Act and the Medical Care Act. The Act 
sets out and elaborates definitions of the five criteria to 
be satisfied for a province's health insurance plan to 
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qualify for EPF (health) contributions. Certain other 
conditions of payment are also established, and deductions 
for failure to meet the criteria and/or other conditions are 
provided for. An elaborate procedure for deciding and 
effecting deductions from cash contributions is prescribed. 
Finally, consultation with the provinces is required on 
virtually all aspects of the administration of the Act. 


Outline of Provisions of CHA 
In brief, the CHA says that: 


To qualify for a cash contribution a province's health 
insurance program must satisfy five national program 
criteria: 


public administration, i.e. through a public authority 
on a non-profit basis; 


comprehensive coverage of wide range of hospital and 
medical services; 


universality, i.e. insured coverage of all residents 
under uniform terms and conditions; 


portability, i.e. provides insured coverage (to 
residents) when temporarily absent or moving from 
province to province; and 


accessibility, i.e. provides reasonable access to 
services ... without barriers, financial or otherwise. 
(In addition, provinces are to provide reasonable 
compensation to providers of services. ) 


Actual cash payment of a cash contribution is subject 
to the following conditions: 


the provision of such information as may be required by 
the Minister of Health and Welfare Canada (through 
regulations) to carry out the provisions of the CHA; 


the recognition of federal contributions in 


(provincial) public documents related to health 
insurance and extended health care programs; and 
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where extra billing/user charges exist, cash payments 
will not be made in respect of those insured services 
that have been subject to such extra billing (by 
practitioners) or user charges (by institutions). 


Ongoing Requirements in Current and Future CHA 
Administration 


To define the boundaries between insured services 
(where extra billing draws penalties) and non-insured 
services, and also to clarify boundaries between 
services in hospitals (i.e. insured) and those in 


extended care facilities (i.e. non-insured). There is 
a Similar problem regarding the health services 
provided in institutions under CAP* sharing. [In all 


these cases there are interprovincial differences. 


To ensure that "accountability" judgements can be made 
and reports submitted to Parliament on the extent to 
which provincial health insurance plans satisfy the 
criteria and conditions of payment established in the 
CHA. 


To monitor health insurance plans and certain other 
provincial activities to determine whether criteria and 
other conditions are being satisfied etc. Where they 
are not met, to determine the value of non-compliance. 


To calculate deductions from cash contribution where 
any one of the criteria is not met, or extra billing or 
user charges are imposed, or other "conditions of 
payment" are not satisfied. 


To obtain (from Information Systems Directorate (HWC), 
Statistics Canada, and as required from provinces) the 
information needed for such policy analysis as may 
arise in the ongoing administration of the CHA, or 
regarding future federal policies in the health 
insurance and other health service areas. 


To interact with those in the public sphere who have a 


special concern or interest in health insurance 
matters. 


Canada Assistance Plan, - 50/50 sharing of provincial 
expenditure. 
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Outline of Tasks Assigned to Each Division in Health 
Insurance Directorate 


Program Analysis Division (5 P-Ys) 


Interpretating provisions of the Act: basically what 
services are to be insured in provincial plans and what 
constitutes non-compliance; 


Identifying problems of interpretation and compliance 
and developing possible solutions; and 


Answering policy questions for others in the 
Directorate and for the Minister. 


The biggest questions to be settled center around 
portability of medical benefits. Other interpretation or 
compliance questions include those associated with 
universality, comprehensiveness and accessibility. 


Program Administration Division (5 P-Ys) 


Examining data and information on provincial health 
insurance operations and deciding whether criteria and 
conditions are being met. The data are normally 
supplied by Co-ordination and Communications (see 
below). 


Authorizing payments of "Cash Contributions”. 


Most decisions regarding compliance are of a definite 
no/yes or black/white nature. However, where grey 
areas are encountered, additional facts are sought 
through informal consultations with provinces. If 
necessary interpretations are sought from Program 
Analysis Division. 


If non-compliance is found, the matter is moved to the 
Minister for consultation with his counterpart(s). The next 
step, if there is no resolution, is development of a Cabinet 
document regarding the breach and possible corrections. 


Coordination and Communications Division (12 P-Ys) 
Gathering information (descriptive and hard data) on 
provincial plans including up to date copies of 


provincial health insurance legislation, administrative 
guidelines, regulations, plan brochures, etc. (4 P-Ys). 
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Coordinating replies to the Minister's correspondence 
on health insurance matters; (3000-4000 pieces a year, 
of which 75% are routine, perhaps 20% pose moderately 
difficult questions and 5% are very difficult to 
respond to) (5 P-Ys). 


Responding to questions and requests from groups and 
others outside government, e.g. interaction with 
hospital and medical organizations, preparing material 
for speeches by the Minister, responding to briefs, 
etc. (3 P-Ys). 


Current Situation Regarding Acquisition and Use of 
“Required” Information 


The Minister of National Health and Welfare has adopted 
a (intergovernmental) cooperative approach to the 
administration of the CHA. He has also indicated that he 
wishes to rely on information provided by his provincial 
counterparts in judging whether, or the extent to which, the 
five program criteria and other conditions of payment are 
being met by each province. He has also said that he will 
not set up new requirements but will use data now being 
collected, e.g. by Information Systems Directorate and 
Statistics Canada. 


The Directorate has been following the cooperative 
approach to date in seeking data about extra billing and 
user charges. Similarly, it has asked provinces to forward 
"accountability statements" (based on guidelines provided by 
the Directorate) for use in drafting the Minister's first 
report to Parliament on the extent to which the criteria and 
conditions in the CHA have been satisfied. A few of the 
provinces have, so far, provided little or no extra 
billing/user charge information and the "accountability 
statements" received vary in content from province to 
province. Deductions, in the cases of those not providing 
extra billing/user charge information were initiated on the 
basis of federal estimates. 


The Act is, however, grounded in a policing and 
punitive philosophy. Consequently, it is proving difficult 
for the Directorate to avoid a detailed and intensive 
approach with the provinces to obtain the necessary data 
which will ensure that the Minister will be able to be 
"accountable" to Parliament under the Act. Indeed it may be 
impossible in the longer run to retain a cooperative 
approach without changes in the Act. 
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An additional concern stems from the Auditor General's 
recent report. It was noted in that report, that in 1982 
monitoring of compliance by provinces with the conditions in 
the Federal-Provincial Fiscal Arrangements Act was limited. 
The Auditor General then briefly traced the changes flowing 
from the passing of the CHA and the change of government in 
1984, and indicated an intention to follow-up in 1986 after 
the first report to Parliament (by the Minister of HWC) is 
tabled. 


Extra Billing and User Charge Deductions 


Under the C.H.A. ($000) 


1985/86 To Date (Sept. 85) 

Province Monthly Total Total Deductions 
($000 's) ($000's) 

N.B. 306 4,590 

QUE. Sui 13 los 

ONT. 4,444 66, 660 

MAN. 0 2.0 

SASK. 6) aod 

ALTA. 988 15,864 

Bace 27,095 387 967, 

TOTAL Ory LO 14A2F 613 


Note Sask. and Manitoba are now deemed to be in compliance 
with the Act and their deductions have been refunded. 


PROVINCIAL VIEWS 


The provinces opposed the passing of the CHA in 
principle and in detail. They saw it as a step back both 
from the flexibility and the non-interference philosophy of 
the original EPF block-funding for health and post-secondary 
education. The provinces continue to resent the existence 
and the administrative requirements of the Act, even though 
the Minister has adopted, to the extent possible, a 
cooperative and accommodating approach. 
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EVALUATION 


No evaluation of this program has been done. (See, 
however, Auditor General's comments above about a review of 
federal monitoring of compliance with the CHA.) 


OBSERVATIONS 


The CHA led to the implementation activities undertaken 
by the Health Insurance Directorate over the last year. 


Uncertainties are encountered in trying to judge the 
Directorate's future role and costs. An initial reaction 
is to question why 26 person-years should be required to 
carry out a cooperative approach to policing compliance with 
the CHA. However, a cursory examination of the activities 
that flow from the provisions of the Act suggests, at least 
for the short run, a substantial ongoing work load; a work 
load that will involve good judgement, the ability to relate 
program details to general criteria, and skillful liaison 
activities ina fairly hostile intergovernmental environ- 
ment. 


Our evaluation of the CHA has been dovetailed with the 
views of the Study Team on the Federal Role in Health Care 
in Canada and on the EPF health transfer. 


The Health Insurance Directorate uses data being 
captured by Information Systems Directorate and by 
Statistics Canada. Therefore, what is decided in the 
evaluation of the Health Statistics and Data Programs could 
have important effects on the administration of the CHA. 


As noted above, it seems clear that there are very 
difficult administrative and federal/provincial relations 
problems inherent in the structure of the CHA. However, 
these will probably have to be accepted or at least 
tolerated in the short run. Perhaps the Minister and his 
officials will be able to do what is essential to discharge 
his responsibilities in the short run through flexible 
approaches that involve liberal interpretations of the 
provisions in the Act. However, this might not be possible 
indefinitely because the Act requires accountability to 
Parliament. 
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OPTIONS 


The study team recommends to the Task Force that the 
government in collaboration with the provinces, consider 
changing its role fromvarfocucmon provincial 
illness-treatment programs to one that emphasizes personal 
responsibility for one's health through healthier life- 
styles, illness and disease prevention, and so on. This 
would involve, inter alia, partial federal disengagement 
from financial or direct substantive influence on provincial 
illness-treatment plans, leaving the provinces, to the 
fullest extent possible, responsible for raising revenue for 
and cost control of their health insurance systems. At the 
Same time, a monitoring mechanism would need to be put in 
place, under agreements with the provinces, which would 
ensure the maintenance of agreed basic national standards of 
service across the country. 


The study team envisages such a regime being developed, 


in close collaboration with the provinces, over a five-year 
period. 
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FEDERAL ROLE IN HEALTH CARE IN CANADA 


Introduction 


The question of the federal jurisdiction and role in 
health care in Canada is a central issue in any review of 
federal health programs. The assessment framework for 
reviewing federal programs must be based on and be tested 
against a clear statement of the federal government role. 
This paper sets out the federal jurisdiction in health, the 
federal involvement in provincial programs of national 
interest and the Study Team's view as to the appropriate 
role for Health and Welfare Canada (HWC) in the future. 


An underlying assumption to this discussion is that 
there is an overriding national interest in protecting the 
health of Canadians and in maintaining the health care 
delivery system in accordance with established principles. 


In «the discharge of its role the federal government 
must develop mechanisms for working in close cooperation 
with provinces where considerations of national interest 
might lead the federal government to infringe on areas of 
provincial jurisdiction. 


Federal Jurisdiction 


The British North America Act granted primary 
jurisdiction over health services to provincial 
governments. Under section 92 each provincial legislature 
“may exclusively make laws in relation to the establishment, 
maintenance and management of hospitals, asylums, charities 
and (related) institutions in and for the province, other 
than marine hospitals". It also gave provinces jurisdiction 
over "generally all matters of a merely local or private 
nature in the province". 


Section 91 gives the federal government responsibility 


LOY: 
a. “quarantine and the establishment and maintenance 
of marine hospitals, 
De nationalization and aliens, 
oA the census and statistics". 
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It also enables the federal government to provide 
health services for the military 91(4), Indians 91(24), 
RCMP 91(27), inmates of penitentiaries 91(28) and the 
responsibility for the quality of food, drugs, and 
environmental hazards (91(2) Regulation Trade and Commerce). 


The power to "make laws for the peace, order and good 
government of Canada" and its spending powers provide the 
legal basis for federal involvement in provincial social 
programs. 


Federal Involvement in Provincial Programs of National 
Interest 


Commencing in 1945, the federal government adopted 
policies based on the assumption of "a broad federal 
responsibility, in cooperation with provincial governments, 
"for establishing the general conditions and framework for 
high employment and income policies and for the support of 
national minimum standards of social services". The 
policies also assumed "that provincial governments should be 
in a financial position to discharge their responsibilities 
adequately"!l, 


Based on this policy and the federal spending power in 
the BNA Act, the federal government over the next 20 years, 
advanced proposals and implemented programs designed to 
induce provinces to put in place a comprehensive health 
insurance program for Canada based on national minimum 
standards. 


During the period up to 1967 (and the introduction of 
the Medical Care Act) there was, with the exception of 
Quebec, general acceptance by the provinces of a leadership 
role in the health care field by the federal government. 
There seemed to be few serious differences on the basic 
objectives. However, in the 10-year period from 1967 to 
1977 there-was growing provincial disenchantment and concern 
with the federal role in influencing provincial priorities 
and restricting provincial flexibility in responding to the 
health needs of their populations. This, combined with 
federal concern about its ability to control the rate of 
growth of contributions under shared cost programs and a 


Dominion Provincial Conference, 1945, Proceedings, p.5. 
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perception that health programs had reached a level of 
maturity, led to Established Program Financing (EPF) 
"block funding" in 1977. Provincial government acceptance 
of federal leadership with respect to health programs 
further diminished with the implementation of EPF. 


The growing conflict after 20 years of substantial 
agreement on basic objectives may, as suggested by the 
Parliamentary Task Force!, have had more to do with the slow 
growth in the economy than major disagreements about 
objectives for health programs. 


However, it also reflects the conflict that is inherent 
in a federal system, particularly when the federal 
government and the Parliament of Canada decide that, for 
instance, health services at some national level should be 
made available across the country. The very purpose of the 
shared-costs arrangement, in such a situation, is to 
influence provincial budgets based on federal and 
Parliamentary priorities. Conflict cannot be avoided, and 
will continue so long as the federal government insists on 
all provincial programs meeting defined criteria or 
Condrerons’ 


The Parliamentary Task Force concluded that "there is 
an over-riding national interest in the operation of health 
plans and in the effectiveness of health care delivery". 
They recommended that "the proper role for the federal 
government is the formulation, monitoring and enforcement of 
conditions on its financial support of provincial programs". 


This recommendation, the comments and recommendations 
of the Honourable Emmett Hall in his 1980 report2, the 
federal perception and concerns about possible erosion of 
the system and perceived popular support all led the federal 


1, "Fiscal Federalism in Canada", Report of the 
Parliamentary Task Force on Federal-Provincial Fiscal 
Arrangements, August 1981. 


2, Canada's National-Provincial Health Program for the 
1980's - "A Commitment for Renewal", 
The Hon. Emmett M. Hall, CC, OC, Special Commissioner, 
August, 1980. 
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government to issue a position paper entitled "Preserving 
Universal Medicare" in July 1983. Subsequently, it 
introduced the Canada Health Act. This was passed with the 
support of all federal political parties in April, 1984. 


There was strong provincial opposition to that action. 
It was seen as an intrusion into areas of provincial 
jurisdiction and not required in order to maintain an 
effective program of health care services for Canadians. As 
a result, even though with the change in government in 1984 
there have been strong attempts to improve relations, there 
still exist feelings of antipathy in this area. 


In this atmosphere it will be very difficult for the 
two parties to jointly define the federal role for the 
future, a role consistent with the federal government's 
responsibility for ensuring the national interest is met 
with respect to health care. 


Present Role 


The Department of National Health and Welfare Act, 
passed in 1945, sets out the role that the federal 
department was assigned. (See attachment 1) 


Regulatory - The federal health department has a 
regulatory role in respect of quality and safety of foods, 
drugs and certain environmental hazards. It also certifies 
medical exams required for the licensing of pilots, 
administers quarantine regulations and inspects conveyances 
and international travellers. 


International relations - Health and Welfare Canada is 
responsible for Canada's relations with other countries and 
the UN with respect to health matters. Provincial 


cooperation is required as most matters are related to those 
in the provincial jurisdiction. 


Services - Provided by HWC 


deliver services to Indians and Inuit except where 
services are, by agreement, delivered by the provinces; 
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pay for health services provided to persons from other 
countries that do not yet have landed immigrant status; 
(Some provinces are dubious about picking up these 
costs )s 


provide prosthetic services in four locations in 
Canada; 


assemble and disseminate information on health 
services to and on the health status of Canadians; 
(also provided by Statistics Canada) 


operate a central laboratory for disease control; 


develop and implement, in cooperation with the 
provinces and territories, health promotion programs; 


provide occupational health services for federal public 
service employees; 


plan for the provision of health services under 
emergency conditions, provide advice and consultation 
to the provinces and arrange training for provincial 
staff; and 


fund health care research. 


Funding - In 1985/86 Health and Welfare Canada 
estimates that the federal government funds approximately 
32% of all spending on health in Canada and about 40% of 
spending on health by governments.1 


Federal funding for health services delivered by the 
provinces is provided under EPF. The Canada Health Act 
places responsibility on the federal government for 
monitoring provincial health plans to determine whether 
program criteria are met. This and the funding it provides 
gives it a strong role in ensuring a national program. 


Leadership and Coordination - By virtue of its position 
aS a national government and given the fact that it is 
difficult for individuals or organizations to relate to 10 


ihe Note that this is based on the inclusion, in the 
federal portion, of revenue gained from tax points that 
were transferred to the provinces under EPF. 
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provincial and two territorial governments, the federal 
government often assumes a leadership role. 


As well, in order to carry out its own mandate, the 
federal government may occasionally have to provide 
leadership. It is sometimes necessary to provide a focus 
for the coordination of the provincial activities. 


The federal government has a number of instruments, in 
addition to funding, that it uses in exercising this 
leadership and coordination role. These are: 


Consultation - with provinces and national 
organizations. 


Facilitation - information exchange, funding research 
and development, hosting conferences, convening study 
or working groups, etc. 


Information - collection, analysis and dissemination. 


Communication - ensuring that important developments, 
new information or research results, etc., are 
communicated to a network. 


Advocacy - identifying issues and pressing for the 
development of a response or action plan. 


Observations 


Federal Role - There is general provincial support for 
the federal government to: 


improve the regulatory programs particularly with 
respect to testing for and identifying environmental 
hazards, testing medical devices and ensuring the 
quality and efficacy of drugs; 


undertake surveys of the health status of Canadians 
that would provide information on the results of health 
care programs and would point the way to improvements 
required; 


fund, jointly with the provinces, demonstration or 
experimental projects designed to develop systems for 
health care delivery that are more cost efficient in 
the long. run; 
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continue to operate a central laboratory for disease 
control and for reference; 


fund health care research; and 


plan for the provision of health services in the event 
of national emergencies. 


Quebec generally supports federal administration of 
regulatory programs but not necessarily the other points. 


Consultation and Collaboration. With respect to 
mechanisms for federal/provincial collaboration and 
consultation, the provinces, with the exception of Quebec, 
indicated support for the present system of federal/ 
provincial staff advisory committees. Many felt that these 
could be strengthened by developing a system of regular 
meetings of Deputy Ministers and Ministers to which the 
groups could report with recommendations. 


Health Promotion. In our consultations we found that 
all provinces, except Quebec, agreed there is a role for the 
federal government, providing activities are well 
coordinated with the provinces. There have been problems in 
the past but there seems to be general acceptance of the 
current thrust. The less wealthy provinces need the federal 
programs in order to provide a base level of health 
promotion services because of the expense of preparing major 
media presentations and preparing print materials. A number 
commented on the confusion between health promotion, fitness 
and PARTICIPaction activities sponsored by the federal 
government. 


Health Information. By virtue of the BNA Act, the 
Statistics Act and the Canada Health Act there is a clear 
role for the federal government. However, it is generally 
agreed that there needs to be a full review of the 
information to be collected and disseminated. 


Direct Services to Individuals. The federal government 
has responsibility under the BNA Act for Indians, Inuit, 
veterans, the military, RCMP and federal penitentiary 


inmates. They have for some time been negotiating the 
transfer to the provinces of provision of services to 
veterans. Provinces provide insured services to Indians 


and, in those with small numbers of Indians, often provide 
the same range of services as are provided to other 
residents. In provinces with large populations of Indians, 
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there is concern about the level of services to Indians and 
about the potential cost of taking responsibility for 
service delivery. Generally, provinces feel that they could 
deliver the services more efficiently and effectively but 
would want the agreement of the Indians to any transfer as 
well as appropriate compensation. In the Yukon and NWT, the 
federal government provides health care services to 
residents (native and non-native) on a temporary and 
reimbursable basis until territorial governments are ina 
better position to take over the responsibility. 


Communication/Consultation. The smaller and less 
affluent provinces feel that the federal role in 
facilitating exchange of advice and information is 
important. For the others, this is much less important. 


Funding. We found the officials in all provinces 
support EPF but it is clear that all are very concerned 
about changes that have been made to the original 
arrangements by the federal government. 

Cost escalation is a concern for all provinces and there is 
no evidence that any jurisdiction will be able to hold cost 
increases at or below the inflation rates in the forseeable 
future. Provinces feel that the impacts of aging, 
technology, medical manpower and usage rates are and will 
continue to exert substantial upward pressures on costs. In 
this situation, an EPF escalator based on GNP is likely to 
result in federal payments growing at a rate slower than 
health costs. 


Reductions in federal funding under EPF will, for the 
provinces, result in one or more of the following: 


transfer of health costs to individuals (within the 
limits of the Canada Health Act); 


increased taxes at provincial levels; 


reduction in services and/or quality of health care 
services; 


reduction in provincial programs in areas other than 
health care. 


However, such reductions could also result in improved 
effectiveness and/or efficiency of health programs. 
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A number of provinces have suggested the need for 
greater federal participation in funding of demonstration or 
experimental projects designed to point the way to cost 
efficient systems for health care delivery. 


Canada Health Act - The Canada Health Act enSures a 
continuing federal role in the monitoring and enforcement of 
national standards for health care programs in Canada. 
Provinces resent the penalties in the Act as well as the 
limits they feel are placed on their ability to respond to 
cost pressures and rapidly changing delivery systems. 


As well, there are difficult administrative, technical 
and political issues which need to be resolved by continuing 
federal/provincial negotiations. 


ASSESSMENT 


It is the view of the study team that the way in which 
the federal government discharges its responsibilities in 
the health care area depends on the level of its 
involvement. There are three distinct levels as set out 
below. 


Federal Jurisdiction 


Federal jurisdiction is clearly established in the 
following areas of health: 


regulatory programs; 
international relations; 


provision of services to federal clientele either 
darectily ontnindarectlyisaiand 


collecting and disseminating health statistics and 
health data. 


In carrying out its responsibilities in this area, the 
federal government needs to consult with provinces, seek 
advice, and in some cases, obtain provincial agreement 
(e.g.-, international agreements relating to matters within 
Provinclale jurisdiction). 
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Shared Federal/Provincial Involvement 


The following health responsibilities are matters of 
shared involvement or jurisdiction: 


health surveillance; 

funding of research; 

health promotion; and 

planning for national emergencies. 


In this area, federal leadership and coordination using 
the instruments now available is generally accepted. 
However, there must be meaningful provincial involvement in 
planning and policy development. There should also be 
continuing discussion with the provinces about the way in 
which the federal government uses those instruments with a 
view to getting agreement on approaches. 


The Study Team felt that the promotion of more positive 
individual and societal attitudes towards health must be a 
major goal for the health care system. Effective 
cooperation in developing and implementing programs to 
accomplish this goal is dependent on ending, or at least 
reducing conflict with respect to funding and the 
maintenance of health delivery programs in accordance with 
established principles. 


Areas of Provincial Jurisdiction where there is a National 
Interest 


There is an overriding national interest in maintaining 
health care delivery programs in accordance with established 
standards. These established standards are those in the 
Canada Health Act. 


In carrying out its responsibilities in this area the 
federal government has only its spending powers to enable it 
to ensure that national standards are maintained. 
Monitoring, consultation, advocacy and, as a last resort, 
penalties are the instruments available to the federal 
government. 


A Need to Reduce Conflict in Areas of Provincial 
Jurisdiction 


The Study Team believes that it is in this third area 


that the federal government must develop a strategy to end 
conflict and move cooperatively to resolve major problems of 
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control of cost escalation in health services. Costs are 
now growing at rates faster than the growth of the economy. 
The reasons for the cost escalation are many and varied as 
set out in the section on issues. This is an area of 
provincial jurisdiction. However, the federal government's 
responsibility for the health of the economy and for 
ensuring health services continue to meet national standards 
means that it must be involved. 


Suggested Strategy 


The study team has suggested a strategy for 
consideration by the government to reduce conflict in the 
area of provincial jurisdiction where there is a national 
interest. As mentioned earlier there is no basic 
disagreement on the other areas (federal jurisdiction and 
shared involvement). However, effective joint action in 
these two areas depends on reducing the conflict in the 
third. Details of the strategy are set out in the section 
entitled Federal/Provincial Relationship. 
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Attachment 1 


DEPARTMENT OF NATIONAL HEALTH AND WELFARE ACT 
Section 5 
Duties of Minister 


The duties, powers and functions of the Minister extend 
to and include all matters relating to the promotion or 
preservation of the health, social security and social 
welfare of the people of Canada over which the Parliament of 
Canada has jurisdiction, and without restricting the 
generality of the foregoing, particularly the following 
matters: 


a. the administration of such Acts of the Parliament 
of Canada and of orders or regulations of the 
Government of Canada as are not by law assigned to 
any other department of the Government of Canada 
or any minister thereof relating in any way to the 
health, social security and welfare of the people 
of Canada; 


b. investigation and research into public health and 
welfare; 
era the inspection and medical care of immigrants and 


seamen, and the administration of marine 
hospitals, and such other hospitals of the 
Government of Canada as may be committed to its 
administration by order of the Governor in 
Council; 

dis the supervision, as regards the public health, of 
railways, boats, ships, aircraft and all other 
methods of transportation, and their ancillary 
services; 


e. the promotion and conservation of the health of 
the civil servants and other government employees; 
f. the enforcement of any rules or regulations made 


by the International Joint Commission, promulgated 
pursuant to the treaty between the United States 
of America and His Majesty, King Edward VII, 
relating to boundary waters and questions arising 
between the United States and Canada, so far as 
they relate to public health; 

gs Subject to the Statistics Act, the collection, 
publication and distribution of information 
relating to the public health, improved sanitation 
and social and industrial conditions affecting the 
health and lives of the people; and 

he cooperation with provincial authorities with a 
view to the coordination of efforts made or 
proposed for preserving and improving the public 
health and providing for the social security and 
welfare of the people of Canada. R.S., c.74, s.5;3 
L9.6'2—63),21C oa Op ae Sill 
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OVERVIEWS AND PROGRAM ASSESSMENTS 


HEALTH PROTECTION 
Overview 


Programs 


The family of regulatory programs concerned with health 


protection includes: 


* 


Food Safety, Quality and Nutrition - HWC 100 
Doug voaLety, Oualaty and Efficacy —,HWwer 101 
Environmental Quality and Hazard - HWC 102 


All three programs are located in the Health Protection 


Branch of Health and Welfare Canada (HWC). 


Resources 


Health Protection Program Activity Structure 


HEALTH PROTECTION PROGRAM 


GENERAL FINANCE 
AND 
ADMINISTRATION 


LAB.CENTRE FOR 
DISEASE CONTROL 


PROGRAM NATIONAL 
ADMINISTRATION HEALTH 
SURVEILLANCE 
FOOD DIRECTORATE | 
FOOD SAFETY FIELD 
QUALITY AND eee BRERA TLLONS 
NUTRITION (gece DIRECTORATE 
ENVIRONMENTAL 
DRUG HEALTH 
DIRECTORATE DIRECTORATE 
DRUG SAFETY ENVIRONMENTAL 
QUALITY AND QUALITY AND 
BEEELCAGY HAZARDS 


This program is being assessed by an inter-departmental 
group outside the scope of the Health and Sports Study 
Team. 
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The Health Protection Branch of Health and Welfare 
Canada is organized into five line directorates plus the 
supporting Finance and Administration Directorate. Four of 
the line directorates - Food Directorate, Drugs Directorate, 
Environmental Health Directorate and Laboratory Centre for 
Disease Control are situated primarily in Ottawa. The 
fifth, the Field Operations Directorate, maintains a small 
headquarters group, but the majority of staff are located in 
five regional and 22 district offices across Canada, where 
they are engaged in inspection, analysis and education tasks 
within three activities: 


Food Safety, Quality and Nutrition 
Drug Safety, Quality and Efficacy 
Environmental Quality and Hazards 


The National Health Surveillance activities are carried 
out through the Laboratory Centre for Disease Control in 
Ottawa. 


The Health Protection Branch operates 12 laboratory 
facilities, seven of which are in Ottawa. The remaining 
five are located in Halifax, Montreal, Toronto, Winnipeg and 
Vancouver. 


Observations 


The Health Protection Program has a good reputation 
nationally in disease prevention and control and compares 
favourably internationally with Britain, the United States 
and other countries with similar legislation and programs. 


In general, provincial officials interviewed view as 
satisfactory the role and responsibilities of the Health 
Protection Program. Specifically, the provinces support the 
role of the Drug Directorate as the sole regulatory 
authority for drugs in Canada. The provinces, with the 
exception of Quebec, view the LCDC as the highest reference 
laboratory in disease surveillance and control, and as the 
lead Canadian agency in providing both a valuable and 
indispensable service. As well, the provinces appear to be 
quite satisfied with the advisory and regulatory roles 
performed by the Environmental Health Directorate although 
there is concern that there is duplication of effort in some 
areas between the Directorate and some activities in 
Environment Canada. 
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The Program appears to satisfy the statutory 
requirements and those of beneficiaries with respect to the 
provision of information, exchange of data derived from 
laboratory based applied research, provision of standards, 
guidelines and regulations designed to minimize health 
hazards and the use of consultative mechanisms designed to 
enhance cooperation and collaboration with beneficiaries for 
the purposes of peer evaluation of program approaches, 
research, laboratory methodologies and techniques. 


The Drug Directorate has administrative difficulties 
in complying with the 120-day regulatory requirement for 
evaluation of new drug submissions and the issuance of 
Notice of Compliance to drug manufacturers. To a lesser 
extent, the same slowness in issuing Notices Of Compliance 
to manufacturers of new medical devices due to cumbersome 
administrative procedures afflicts the Environmental Health 
Directorate. Currently, the Health Protection Branch is 
reviewing all its policies, procedures and guidelines 
pertinent to the evaluation of new products - drugs and 
medical devices - with the intent of streamlining such and 
thereby addressing the complaints of manufacturers. 


The Health Protection Branch as the sole regulatory 
authority with respect to drugs, and to a lesser extent for 
medical devices, and with responsibility shared with other 
federal departments and provincial authorities with respect 
to environmental hazards in general, is aware of the need to 
balance the interests of the various beneficiaries in any 
given situation requiring a regulatory-type decision and/or 
action. 


Currently, there is not a fee-for-service approach in 
place with respect to services provided to manufacturers of 
drugs and medical devices. It would appear that the Branch 
should re-examine the fee-for-service approach. 


Treasury Board, in 1984/85 allocated additional (20+), 
person-years to the Drug Directorate to eliminate the new 
drug submission backlog. All the new positions were not 
filled in 1984/85. Changes in the hiring processes of the 
Drug Directorate and/or the Public Service Commission should 
be examined, so that the Drug Directorate can comply with 
the 120-day regulatory requirement by October 1986. 


The Program Administration component of Health 


Protection Program represents 15% of the total budget in 
dollars and 13.4% in person-years. 
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Options 


The study team recommends to the Task Force that the 
government consider: 


maintaining the program components of the Drug 
Directorate, Environmental Health Directorate and 
the National Health Surveillance Program (LCDC), 
subject to the implementation of recommendations 
in the evaluation reports and those of the Eastman 
Commission. Consideration should be given to the 
institution of a fee for service approach to 
recovery of a portion of the total costs for 
evaluation of new drugs and drug products ($6 
million), of new medical devices ($1 million); and 


instituting an immediate review of the hiring 

procedures within the public service beginning 
with the specialized staff requirements in the 
Drug Directorate. 


99 


DRUG SAFETY, OUALITY AND EFFICACY 


OBJECTIVE 


To identify and control dangers to the health of 
Canadians from drugs or their ineffective or unwise use and 
to prevent the improper use of dangerous drugs or their 
diversion from the lawful to the illicit market. 


BENEFICIARIES 


All Canadians benefit directly due to the minimizing of 
health hazards through the control of improper, ineffective 
Or unwise use of drugs. 


Consumers, health professionals, other federal 
departments and agencies, provincial departments and 
agencies, professional and industry associations, 
institutions, manufacturers, importers, wholesalers and 
retailers, foreign governments, international agencies and 
law enforcement agencies benefit indirectly through timely 
approval of safe and effective drugs for use in the 
prevention and treatment of illness and the minimizing of 
improper use and diversion of dangerous drugs from the 
lawful to the illicit market. 


All Canadians benefit indirectly from the establish- 
ment, monitoring and control through research-based 
standards for the manufacturing, licensing, marketing and 
distribution of safe, appropriately-used and effective 
drugs. 


Consumers, professional associations, other government 
departments - federal and provincial - other countries, 
international agencies and law enforcement agencies benefit 
directly from exchange of research data, information and 
advice. 


Manufacturers, wholesalers, retailers, importers and 
dispensers of drugs are subject to regulation. 
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AUTHORITY 


The major statutes comprising the legal mandate for the 
Health Protection Program and hence the Drug Safety, Ouality 
and Efficacy activity are: the Department of National 
Health and Welfare Act, the Food and Drugs Act and the 
Narcotic Control Act. Other ancillary Acts include the 
Broadcasting Act and the Consumer Packaging and Labelling 
Act. 


RESOURCES ($000's) and (PYs) 
Expenditure by Budget Element 


82/83 83/84 84/85 85/86 86/87 


Expenditure Actual Actual Actual Estimate Projected 
Salaries 

and Wages 22,485 24,640 25,630 27,746 Zhi 45 
Other OSM OF Lome Ol, oo Ono? 11,999 T2702 2 
Grants and 

Contributions 0 0 0 0 0 
Capital Peis al 2,264 2 ORS 1,459 27620 
TOTAL 34,494 37,059 ei Alba 41,204 42,387 
Person-years 656 656 634 672 673 
Revenues 5,354 57339 5770.87 Si pA | SF LOU 


* Data supplied by HWC - Health Protection Branch. 
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Expenditure by Activity Elements 


83/84 84/85 85/86 

Expenditure Actual Estimate** Estimate 

$ P/Y S PAY $ BAY 
Drug Safety 
andehGtiicacy melo,1.05 323 20770 20 350 19,401 34) 
Contiroivor 
Dangerous 
Drugs Hails Jak. 22 Ne Sh Oly le y2 J iD 2:2 ele 
Oualiityvarot 
Marketed 
Drugs 9,242 281: O23 206 107723 haeZzOG 
TOTAL 3/3, O59 656 41,530 678 41,204 672 
Revenue Spee 55 DAS Sy CAS 


** Data from Part III of 1985/86 Estimates. 


The Drug Safety, Quality and Efficacy activity accounts 
for 35.6% of total expenditure and 34.3% of the total 
person-years in the Health Protection Program. Revenue is 
derived from the charging of prosecution fees, fines and 
disposal of seized assets as a result of prosecution under 
the Food and Drugs Act and the Narcotics Control Act. This 
revenue is not used as an offset against program activity 
expenditure. 


DESCRIPTION 


The Drug Safety, Quality and Efficacy activity is 
divided into three sub-activities. The Drug Safety and 
Efficacy sub-activity and the Control of Dangerous Drugs 
Sub-activity are carried out by the Drugs Directorate based 
in Ottawa. The Quality of Marketed Drugs sub-activity is 
conducted by the Field Operations Directorate, with a small 
headquarters group based in Ottawa and staff located in five 
regional offices and laboratories in Halifax, Montreal, 
Toronto, Winnipeg and Vancouver and in 22 district offices 
and four sub-district offices located across Canada. 
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The concentration of major drug manufacturers in 
Toronto and Montreal means that the Field Operations 
Directorate through its offices and laboratories in these 
two cities, carries out the majority of inspections of drug 
manufacturers. In its role as the federal and sole 
authority for the regulation of drugs in Canada, the Drug 
Directorate liaises on an ongoing basis with provincial 
health authorities and law enforcement agencies, through the 
RCMP as the coordinating agency, with the Solicitor General, 
the Department of Justice, Revenue Canada - Customs and 
Excise, Agriculture Canada, with respect to the use, abuse 
and diversion of drugs by health professionals, hospitals, 
consumers and the drug industry. Using existing research 
data and laboratory-based applied research techniques, the 
Drug Directorate program activity is responsible for: 


Ensuring the timely acceptability for marketing in 
Canada of safe and effective drugs, their continued 
safety and effectiveness after approval and their 
judicious use. Expenditure estimates in 1985/86 for 
this activity carried out by the Drug Directorate are 
$19,401,000 with 341 person-years. Over the past 
several years, there has been a steady increase in the 
number of submissions (950 submissions projected for 
1985/86 with an expenditure of $4.8 million and 110 
person-years) resulting in a lengthy backlog. It is 
anticipated that increased resource levels (20 
additional person-years) approved during 1984/85 will 
reduce the backlog for new drug submissions. 


Ensuring that narcotic and controlled drugs for medical 
use are manufactured and sold in accordance with 
Canadian and international control requirements and 
that an appropriate legislative and control framework 
exists for prohibited narcotic, controlled and 
restricted drugs. Expenditure estimates for 1985/86 
for this activity carried out by the Drug Directorate 
are $11,522,000 with 125 person-years. 


Ensuring that marketed pharmaceutical products 
(prescription, non-prescription and veterinary drug 
products) are manufactured to, and conform with 
established standards of drug quality, safety and 
efficacy. Expenditure estimates for 1985/86 for this 
activity carried out by the Field Services Directorate 
are $10,281,000 with 206 person-years. 
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In summary, the Drug Safety, Quality and Efficacy 
Program activity includes the conduct of research into 
health hazards associated with the use of drugs and drug 
products; establishment of safety, quality and effectiveness 
standards and regulations; premarket evaluation of products 
according to standards; surveillance, promotion and 
enforcement of industry and product compliance with 
standards and regulations; provision of laboratory analyses 
services to the Solicitor General; provision of information 
to health professionals to ensure the safe and effective use 
of drug products and to consumers regarding drug safety; 
monitoring of dangerous drug use and identification of 
abuse; control of the movement of dangerous drugs from the 
lawful to the illicit market. 


EVALUATIONS 


As a result of the 1982 and 1985 Auditor General's 
Reports on HWC programs, the Health Protection Branch has 
undertaken the upgrading and renewal of laboratory 
facilities and laboratory procedures to minimize 
occupational health hazards in accordance with the 
recommendations in the report. 


Currently, a review of the regulations, guidelines and 
procedures associated with all pre-market evaluation 
processes for food, drugs and medical devices is being 
conducted within the Health Protection Branch. For example, 
a procedure is being developed for investigation of new 
drugs whereby a drug manufacturer, having notified the Drug 
Directorate of its intent to start pre-clinical or clinical 
testing of a new drug, would automatically proceed if there 
is no response from the Drug Directorate within 60 days. 


An evaluation of the Drug Safety, Quality and Efficacy 
program components is in the planning stage, (i.e. the 
development of the evaluation framework), and is expected to 
be carried out by the Program Evaluation Directorate over 
the next several months. 


Regional office operations were the subject of internal 
audits by HWC in 1980 and 1983 and were found to be 
efficient and effective. 


Proposals for revisions to the Food and Drug Act and 


the Narcotic Control Act are currently being considered by 
HWC. 
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Regular use by the Drug Directorate of expert advisory 
committees promotes peer evaluation of research and 
laboratory methodologies and the development of new and 
revised program directions and operations. 


The Report of the Commission of Inquiry (Eastman) on 
the Pharmaceutical Industry (established under Order-in- 
Council, P.C. 1984-1298) had as a mandate the making of 
"recommendations for the development of a framework of 
policy for the pharmaceutical industry in Canada, including 
policies and programs under the control of both provincial 
and federal governments". Some of the recommendations which 
the commission made are pertinent to the Drug Safety, 
Quality and Efficacy program. They were based on 
streamlining procedures within the Health Protection Branch 
and on addressing ways of balancing the interests of both 
consumers and the drug manufacturing industry. The report 
recognized the shared responsibility of the Department of 
Consumer and Corporate Affairs and the Department of Health 
and Welfare Canada in a number of areas related to the 
pharmaceutical industry. 


The Eastman Report submitted to the Minister of 
Consumer and Corporate Affairs in February 1985, is 
currently being used by the Minister as the basis for 
further consultation with interest groups. 


The Canadian Pharmaceutical Association (CPA) ina 
letter to the Health and Sports Study Team leader dated 
October 11, 1985 noted that the Health Protection Branch's 
"review of new product submissions is unacceptably slow" as 
noted in the Eastman Commission's Report. 


As a result of consultations with officials of 
provincial and territorial governments, it is the view of 
the study team that the role and responsibilities of the 
Drug Directorate as the sole regulatory authority for drugs 
is quite satisfactory. 


OBSERVATIONS 


The regional laboratories located in Toronto and 
Montreal which are currently being upgraded are the 
laboratories through which activities pertinent to the 
inspection and regulation of the Quality of Marketed Drugs 
as a sub-activity are mainly carried out. 
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Following a court challenge by a drug manufacturer in 
1984 with respect to non-compliance by the Drug Directorate 
with the 120-day limit for response to new drug submissions 
for pre-market evaluation, an increase of 20 person-years 
was granted to the Drug Directorate. The process of 
recruitment and hiring of new staff in accordance with 
Public Service Commission standards and procedures is slower 
than anticipated with the result that the original schedule 
for resolving the 'backlog of submissions problems' may not 
be attained. Compounding this "slow hiring" problem is the 
requirement for lengthy on-the-job training of new employees 
in order that they can competently apply the detailed, 
complex and rigorous criteria, standards and regulations 
associated with pre-market evaluation of new drug 
submissions. 


The Canadian standards for evaluation of new drugs 
prior to approval for marketing appear to be more stringent 
than those of the U.K. and of the U.S., if one compares the 
length of time it takes from the investigation of new drugs 
(pre-clinical) stage to the market stage: U.K. six months, 
U.S. 12 months and Canada 18 months. The Drug Directorate 
is accused by the pharmaceutical industry of not recognizing 
the validity of testing results from foreign regulatory 
agencies (U.S. Drug and Food Administration). 


Consideration is currently being given to the 
regulation of minerals, vitamins and health foods by the 
Drug Directorate. Risk analysis should be undertaken prior 
to extension of regulation to these areas. 


Currently, there is a dispute within the pharmaceutical 
prescription drug industry between manufacturers of two 
types of drugs - innovative and generic. Innovative 
manufacturers (representing 90% or over $1 billion in sales) 
are required to invest extensively in the discovery and 
development of new products. Generic manufacturers simply 
copy the discovery and do not have to undertake lengthy 
pre-clinical and clinical research and therefore produce the 
drug at much lower cost and are able to offer lower prices 
to the consumer. 


The non-prescription (proprietary) drug industry 
($1 billion annual sales) confirms the complaints of the 
prescription drug industry with respect to pre-market 
evaluation backlogs. This industry complains that the 
regulatory control on labelling and advertising by the Drug 
Directorate is excessive. 
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The pharmaceutical industry complains that the Drug 
Directorate focuses on regulation of low-risk issues such as 
labelling and does not adequately address the potential for 
increased self-regulation by the industry. 


There is ongoing liaison between the Bureau of 
Veterinary Drugs within the Drug Directorate and its 
counterpart at Agriculture Canada. The roles appear to be 
complementary. 


Increasing demands from consumers under Access to 
Information legislation for drug and drug-related product 
information coupled with the rapid increase in new drugs and 
drug products requiring approval by the Drug Directorate 
raises doubts in the minds of study team members about the 
Drug Directorate's capacity to carry out its current 
statutory responsibilities. 


The Drug Directorate, as the federal and sole authority 
in the regulation of drugs in Canada must weigh carefully 
the interests of consumers and the interests of the drug 
industry.in all matters pertaining to drug safety, quality 
and efficacy which come before the Directorate for action 
and decision. To achieve this balance, there is a need for 
an advisory group to the Drug Directorate, representative of 
consumers and non-pharmaceutical industry, and 
non-professional interests, which would act as a 
counterweight to the drug industry interests, particularly 
to advise in the areas of drug labelling, low-cost generic 
drugs, drug control and distribution and on consumer 
education related to promotion of safe and wise drug use. 


The existing program evaluation framework of the 
federal government lacks a focus on regulatory requirements 
essential to programs which must balance interests, 
particularly those of a socio-economic nature. 


In Canada, the legal sanctions for illicit drug market 
operations do not include seizure of all assets of the 
person convicted of unlawful activities. In other words, 
all other assets may have been retained. In other 
jurisdictions, particularly the United States, seizure of 
assets includes all assets, not just those pertaining to the 
specific criminal offence. Consideration of a similar 
approach for sanctions imposed on illicit drug manufacturing 
and distribution in Canada might be given by the Justice 
Department. 
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Currently, the Drug Directorate licenses only 
manufacturers of biological drugs. The focus of the Drug 
Directorate in this area is on regulation of the 
manufacturing process as well as on testing of marketed 
products. 


Over the past four years, as a result of Treasury Board 
requests and on its own initiative, the Drug Directorate has 
given consideration to the advantages/ disadvantages and 
costs/benefits of the imposition of a fee for evaluation of 
manufacturers’ submissions for new drugs and drug products. 
Currently, the Directorate is watching the debate in the 
United States Congress over the fee-for-service approach 
proposed for the U.S. Food and Drug Administration. In 
Britain, a fee-for-service approach is in place whereby 
there is a partial recovery of costs associated with 
evaluation of new drugs and drug products. In Sweden, the 
fee-for-service approach is based on a total recovery of all 
costs associated with evaluation of new drugs. In France, 
from the information available, there is no indication of a 
fee-for-service approach. Prior to the Drug Directorate 
undertaking a fee-for-service approach to evaluation of new 
drugs and drug products, consideration would have to be 
given to the establishment of an equitable basis for 
assessing charges or imposing fees. As an example, the 
questions of whether the same fee schedule should apply to 
innovative and generic drug manufacturers and whether the 


same fees should be charged for each stage - pre-clinical, 
pre-market - of the evaluation process, would need to be 
answered. 

OPTIONS 


The study team has considered three options: 


maintaining the Drug Safety, Quality and Efficacy 
program in its current structure subject to serious 
consideration of implementation of the recommendations 
of the Eastman Commission and instituting a 
fee-for-service for evaluation of submissions by 
manufacturers of new drugs and drug products. 
Consideration should be given to charging a licensing 
fee to drug manufacturers as one approach to recovering 
in the range of 20% of the costs of evaluation of new 
drugs and drug products. The suggested target for 
1986/87 for recovery of costs through fees is 

$6 million; 
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transferring the statutory responsibilities of the Drug 
Directorate to provincial governments. This option 
would require changes in legislation by both levels of 
government and appears to have no provincial support 
currently. Given the current context of streamlined 
government, the decentralization of responsibilities 
From one central agency to 10 or 12 does not appear to 
be reasonable; and 


establishing an arm's length regulatory agency vested 
with the current statutory responsibilities of the Drug 
Directorate. Given the general level of satisfaction 
with the regulatory performance of the Drug Directorate 
subject to implementation of improved pre-market drug 
evaluation practices, the costs of such a change appear 
to outweigh the benefits. 


On balance the study team recommends to the Task Force 
that the government consider maintaining the Drug Safety, 
Quality and Efficacy program in its current structure 
subject to serious consideration of implementation of the 
recommendations of the Eastman Commission and instituting a 
fee for service for evaluation of submissions by 
manufacturers of new drugs and drug products. Consideration 
Should be given to charging a licensing fee to drug 
manufacturers as one approach to recovering in the range of 
20% of the costs of evaluation of new drugs and drug 
products. The suggested target for 1986/87 is $6 million. 


In the view of the study team, the Drug Directorate 
should not embark on any new regulatory activities, such as 
regulation of the health food products industry, until the 
current backlog of submissions for new drugs is completely 
addressed, the regulatory time frames are reinstated 
(October 1986) and streamlined procedures for handling new 
drug submissions are in place. 
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ENVIRONMENTAL QUALITY AND HAZARDS 


OBJECTIVE 


To identify, assess, investigate and control the 
effects on health due to man-made and natural environmental 
hazards such as those related to the use of medical devices 
and exposure to radiation, chemical and microbiological 
products in the environment. 


BENEFICIARIES 


All Canadians benefit directly through the minimizing 
of health hazards in the environment. 


Consumers, other federal departments and agencies, 
provincial departments and agencies, health professionals, 
professionals and industry associations, institutions, 
foreign governments and international agencies benefit 
indirectly through the advice, assessments, standards, 
guidelines and regulations for the reduction of health 
hazards associated with medical devices, radiation sources, 
chemical products and environmental pollutants. 


Manufacturers, importers, wholesalers and retailers of 
medical devices are subject to regulation. Employees within 
the federal domain are subject to regulation pertaining to 
environmental and occupational safety in the workplace. 


AUTHORITY 


The major statutes comprising the legal mandate for the 
Health Protection Program and hence the Environmental 
Quality and Hazards activity are: the Department of 
National Health and Welfare Act, the Food and Drugs Act and 
the Narcotic Control Act, the Radiation Emitting Devices 
Act, the Environmental Contaminants Act and the Hazardous 
Products Act. Other ancillary Acts or Instruments which 
support the mandate include: the Clean Air Act, the Pest 
Control Products Act, the Broadcasting Act, Atomic Energy 
Control Regulations, Canada Labour Code (part IV, Canada 
Dangerous Substances Regulations), Financial Administration 
Act, Water Act, Transport of Dangerous Goods Act, the 
Fisheries Act and the Motor Vehicle Safety Act. 
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The Environmental Health Directorate shares 
responsibility for and assumes the lead federal role with 
respect to health matters in the administration of: 


Environmental Contaminants Act, shared with the 
Department of the Environment; 


Hazardous Products Act, shared with the Department of 
Consumer and Corporate Affairs; 


Atomic Energy Control Act and Regulations, Radiation 
Emitting Devices Act, shared with the Atomic Energy 
CGonlro Ww boa Gd and 


Canada Labour Code (Part IV - Dangerous Substances 
Regulations), shared with the Department of Labour. 


RESOURCES ($000's) and (PYs) 


Expenditure by Budget Element 


Expenditure 82/83 83/84 84/85 85/86 86/87 
Actual Actual Actual Estimate Projected 

Salaries 

and Wages 9,014 NO 07.9 10,849 iivi0 43 ie? 6 
Other O&M 4,041 Sy iksits: Di, Oi Su lonl Sli 3 
Grants and 

Contributions 965 807 sue T/ 315. ahs) 
Capital iy Uh NBS, 1,944 Ih Bese) S) SPs: eee 4 
TOTAL L5ert39 7-9 2S 187863 Lis Tere ii, 653 
Person-years 242 280 268 276 279 
Revenue 792 858 821 17000 850 


* Data supplied by HWC - Health Protection Branch. 
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Expenditure by Activity Elements ($000's) and (P-Ys) 


83/84 84/85 85/86 
Expenditure Actual Estimate** Estimate 


S000's P-Ys S000's P-Ys S0OO00's P-Ys 


Environmental 

Occupational 

and Medical 

Device 

Hazards epee 264 451 7G7453 25 Saale ord 259 


Medical 
Device 
Ouality 646 16 578 16 487 ACH 


TOTAL Ve eM as) 280 ~133.037 27495 WIT 4 276 
Revenue 858 P7000 1,000 
** Data from Part III of 1985/86 Estimates. 


The Environmental Quality and Hazards activity accounts 
for 14.5% of total expenditure and 14.1% of the total 
person-years in the Health Protection Program. 


Revenue is from fees charged for provision of dosimetry 
(measurement of radiation levels) services. 


DESCRIPTION 


The Environmental Quality and Hazards program activity 
is divided into two sub-activities. The Environmental, 
Occupational and Medical Device Hazards sub-activity is 
carried out by the Environmental Health Directorate based in 
Ottawa. The Medical Device Quality sub-activity is 
conducted by the Field Operations Directorate, with a small 
headquarters group based in Ottawa and staff located in five 
regional offices and laboratories in Halifax, Montreal, 
Toronto, Winnipeg and Vancouver and in 22 district offices 
and four sub-district offices located across Canada. 
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The Environmental Health Directorate is responsible 
fOr: 


The assessment and investigation of the effects on 
health of environmental pollutants and the provision of 
advice, standards, guidelines and regulations designed 
to reduce health hazards associated with chemicals, 
pesticides, medical devices, radiation sources, 
consumer products and environmental products. 
Expenditure estimates in 1985/86 for this activity 
carried out by the Environmental Health Directorate are 
$17,287,000 with 259 person-years. 


Ensuring that marketed medical devices comply with 
regulatory requirements and are used in a judicious 
manner. Expenditure estimates in 1985/86 for this 
activity, carried out by the Field Services 
Directorate are $487,000 with 17 person-years. 


In summary, the Environmental Quality and Hazards 
sub-activity is responsible for the assessment and 
investigation of the health effects of environmental 
pollutants; assessment and control of medical devices, 
radiation sources and hazardous products; control of 
microbiological and chemical hazards associated with medical 
devices and hazardous products; and in conjunction with 
other organizational units of HWC, the assessment of the 
health effects of technological and sociological 
environments. 


EVALUATIONS 


As a result of the 1982 and 1985 reports of the Auditor 
General concerning HWC programs, the department has 
undertaken the upgrading and renewal of laboratory 
facilities and occupational safety procedures in Ottawa and 
in the regions in accordance with the recommended actions. 


The Medical Devices component of the program activity 
was evaluated in 1982 by a seven person Evaluation 
Committee, appointed by the Health Protection Branch and 
composed of members nominated by organizations representing 
health professionals, consumers and industry, and chaired by 
an external consultant from the United States. The 
Committee concluded that the Medical Devices program "does 
not duplicate, overlap or work at cross-purposes with other 
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government programs" and "that the program is necessary, 
should be continued and with limited additional resources 
should be encouraged". 


Currently the Environmental Health Directorate is 
taking action consistent with the recommendations made by 
the Evaluation Committee. 


The Environmental Hazards component of the program was 
evaluated by the Program Evaluation Directorate of HWC sibial 
1984. This evaluation focused on two components: 
environmental contaminant hazards and radiation hazards. 
The findings and conclusions of the study determined, 

"that although the program is generally effective in 
assessing, identifying and controlling chemical and 
radiation hazards, there are a few areas where program 
effectiveness could be improved". Although the Program 
Evaluation Report indicated that the Environmental Hazards 
Program should continue in its present form, it also 
indicated through a series of 16 recommendations that new 
techniques and mechanisms for delivery should be implemented 
in order to increase the program's impact and effect. 


Currently, the Environmental Health Directorate is 
completing a plan based on these recommendations for 
implementation over the next two to three years. 


The Report of. the Commission of Inquiry (Eastman) on 
the Pharmaceutical Industry (P.C. 1984/1298) included a 
recommendation to streamline the issuance of Notices of 
Compliance for pharmaceutical products and medical devices. 


This report was submitted to the Minister of Consumer 
and Corporate Affairs in February 1985 and is currently 
being used by the Minister as the basis for further 
consultations with interest groups. A review of all the 
pre-market evaluation processes associated with food, drugs 
and medical devices is currently underway in the Health 
Protection Branch for the purpose of streamlining all such 
procedures. 


OBSERVATIONS 
The Department of Health and Welfare Canada through the 
Environmental Hazards Program, is the major federal source 


of research expertise and toxicological advice on matters 
related to potential hazards to human health from hazardous 
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Chemicals and radiation, as well as undertaking regulatory 
activities. Many departments rely heavily (or solely) on 
advice from the program to support their own regulatory 
activities. 


As a result of consultations with health officials of 
the provincial and territorial governments the following 
points were noted: 


In general, the provinces are quite satisfied with the 
advisory and regulatory roles and performance of the 
Environmental Health Directorate. 


There is concern about the rapid proliferation of 
medical devices and whether the necessary expertise for 
dealing with unsafe devices is available. 


There appears to be some duplication of effort within 
HWC and between HWC and Environment Canada with respect 
to.standards and guidelines on environmental hazards. 


The control of toxic chemicals and radiation exposure 
is a shared responsibility of federal and provincial 
governments. National standards are established by the 
federal government; provincial governments may enforce these 
standards. 


A recent Treasury Board study estimated that 24 
government departments and agencies and 58 Acts of 
Parliament were involved in activities related to hazardous 
chemicals. However, the study concluded that, despite the 
obvious complexities from such wide involvement, there was 
sufficient cooperation and coordination to avoid duplication 
and the interests of the different beneficiaries were well 
served. Nonetheless, the complexities mean that the staff 
delivering the program spend a large proportion of their 
time focusing on relationships instead of on delivery of 
activities and services. 


Of the 300,000 medical devices marketed in Canada 
annually, 90% are imported. For these devices, the 
Directorate issues temporary clearance-for-sale licences 
based on recognition of prior approval by regulatory 
agencies in the United States and/or the United Kingdom. 

For devices manufactured in Canada, the Directorate 

may undertake a full pre-market evaluation. For devices 
already on the market, the Directorate may undertake a full 
evaluation if problems are reported. Currently there are 80 
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person-years devoted to the evaluation and inspection of 
medical devices in the Directorate. In response to the 1984 
Medical Device program evaluation report recommendations, 
the Directorate has restructured its activities to 
streamline pre-market evaluation procedures and to provide 
increased liaison with health professionals (under whose 
direction devices are prescribed), in order to better 
identify, inform and remedy hazards associated with the use 
of these devices. 


Balancing the health interests of the public with the 
socio-economic interests of the medical devices industry; 
(domestic and import) is becoming a major concern of the 
Environmental Health Directorate. 


Rapid technological change, increasing knowledge about 
environmental hazards and an increasing number of 
environmental contamination incidents requiring advice and 
information raise questions about the adequacy of the 
current capacity of the organizational structure to cope. 


The program has considered the imposition of a fee for 
evaluation of manufacturer's submissions for new medical 
devices. A look at other countries showed that in the 
United States there is no official consideration being given 
to a fee-for-service approach. In Britain, the government 
issues a list of medical devices permitted for sale. There 
is no fee)-for) service for "evaluations ofsdevacesmpnior gtos the 
issuance obsthes list. melheresi senosanLornatlongneadisty, 
available on current practices in France on fee-for-service 
for medical devices. 


OPTIONS 


The study team recommends to the Task Force that the 
government consider: 


maintaining the Environmental Quality and Hazards 
program in its current organizational and functional 
form, subject to implementation of the recommendations 
made by the 1982 and 1985 Auditor General's Reports, 
the 1982 Medical Devices evaluation report, the 1984 
Environmental Hazards evaluation report and the 
examination of a fee for service for the evaluation of 
manufacturers’ submissions of new medical devices prior 
to marketing. A suggested target for recovery of costs 
associated with the evaluation of new medical devices 
for 1986/87 should be $1 million; 
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transferring the current functions and resources of the 
Environmental Quality and Hazards Program as follows; 
environmental hazards - water, air and soil components 
- to Environment Canada; medical devices component to 
Consumer and Corporate Affairs; radiation emitting 
devices component to Atomic Energy Control Board; 
occupational health and safety components to Labour 
Canada. The rationale for these transfers would be a 
realignment of functions based on consolidation of 
legislative authority to simplify access to information 
and to authorities responsible for the beneficiaries. 
The costs associated with re-integration of 
laboratory-based research into four other departments 
and the resulting decentralized regulatory functions 
appear to outweigh the benefits; 


increasing the resources allocated to the Environmental 
Quality and Hazards Program, specifically to increase 
the capacity to evaluate new medical devices prior to 
marketing and to increase inspections of devices in 
use. This option is less preferable in light of the 
fact that the Medical Devices evaluation report 
recommended only limited additional resources but 
focused rather in improvement of procedures and 
practices within the directorate to overcome these 
problem areas. 


The study team recommends to the Task Force that the 
government consider maintaining the Environmental Quality 
and Hazards program in its current organizational and 
functional form, subject to implementation of the 
recommendations made by the 1982 and 1985 Auditor General's 
Reports, the 1982 Medical Devices evaluation report, the 
1984 Environmental Hazards evaluation report and the 
examination of a fee for service for the evaluation of 
manufacturers' submissions of new medical devices prior to 
marketing. A suggested target for recovery of costs 
associated with new medical devices for 1986/87 should be 
orl emia On. 
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INDIAN AND NORTHERN HEALTH 
Overview 
Programs 
The family of programs covered in this overview are: 


Indian Health Services - HWC 20 

Northern Health Services - HWC 21 
Contributions to Territorial Governments for 
Hospital/Medical Care - INAC 231 


The first two programs are located in the Medical Services 
Branch of the Department of Health and Welfare Canada and 
the third program is part of the Northern Coordination and 
Social Development activity of the Northern Affairs Program 
in the Department of Indian and Northern Development. 


Observations 


There is no specific federal legislation requiring the 
provision of health care services to Indians, Inuit and 
residents of NWT and Yukon. It has been provided 
teaditionally on=ther basis of custom and federal, policy. It 
is our view that the provincial and territorial health care 
systems are mature enough for the federal government to 
divest itself of the direct provision of health care 
services and transfer responsibility for delivery to the 
provinces and territories. 


The degree of federal financial responsibility under 
sections 91:24), of the Constitution Act ,791867wis» not» clear. 
However, since the federal government has a continuing 
interest in the social and economic well-being of native 
people, it chooses to give substance to this interest by 
accepting responsibility for the health and social welfare 
of registered Indians and Inuit. The level and kind of 
services provided should take into consideration the level 
of health of the native population which, at this point, is 
lower than that of the general population. 
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With regard to non-insured health services and 
benefits, unless some measures are taken to constrain the 
demand, the total costs (representing $110 million or one- 
third of INH budget in 1984/85) will continue to escalate 
and use up resources required in other high priority areas. 
We believe that the assumption that all natives are needy is 
wrong, although we acknowledge that they generally are a 
disadvantaged group. 


There is no objective data to evaluate the 
effectiveness of the National Native Alcohol and Drug Abuse 
Program (NNADAP), firstly because it is only three to four 
years old and secondly, because there are no clear 
evaluation criteria developed yet. We recognize that 
results achieved by NNADAP in developing leadership and 
skills in local communities may be as, or more, important 
than its achievement. However, considering the relatively 
low level of positive results in similar programs elsewhere, 
the allocation of greater and greater resources (one-sixth 
of INH budget) has been based so far more on an act of faith 
than on anything objective or quantifiable. 


OPTIONS 


The study team recommends to the Task Force that the 
government consider: 


the Minister of Health and Welfare Canada charging with 
the responsibility of transferring the delivery of 
Indian health services to provinces or, failing that, 
to community-based corporations, by April 1991; 


transferring the health services functions currently 
provided by Northern Health Services to the governments 
of Yukon and Northwest Territories by April 1, 1988; 


developing a policy on non-insured health services 
whereby status Indians and Inuit receive the same 
benefits as all citizens of the province in which they 
reside; benefits above and beyond those provided by the 
province to its residents should be based on a means 
test; 


maintaining resources for the National Native Alcohol 
and Drug Abuse Program, which have been growing rapidly 
over the last three years, at their 1935/86 reference 
level until a comprehensive program review has 
demonstrated its effectiveness. 
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INDIAN HEALTH SERVICES 


OBJECTIVE 


To assist Indians, Inuit and other eligible Canadians, 
Fiving south "of the 60th parallel, to“attain atstandard of 
health comparable to that of other Canadians. 


BENEFICIARIES 


Insured health services, preventive health services and 
non-insured health benefits are provided to all Registered 
Indians and Inuit. Limited health services are provided to 
Metis and Non-Status Indians. 


Categories of beneficiaries 


Registered Indians - people who are registered as 
Indian under the Indian Act and whose names appear in the 
register maintained by the Department of Indian Affairs and 
Northern Development (DIAND) (approximately 350,000 in 
ayo ebands: an 1984), 


Status Indians - this category includes all registered 
Indians as well as Indians who are entitled to be 
registered. The terms "Status Indian" and "Registered 
Indian" are often used synonimously although Medical 
Services Branch caters only to the Registered Indians. 


Non-status Indians - generally includes Indian people 
or those descended from them who for one reason or another 
have lost their right to be registered as Status Indians. 
(approximately 25,000 self-identified for the 1981 Census). 
Bill C-31 adopted by Parliament in 1985 will reduce the 
number of Indians in this category and increase it in the 
first two categories defined above. 


The Inuit - the aboriginal inhabitants of Northern 
Canada (about 22,000 in the Northwest Territories, 5,000 in 
Northern Quebec and 2,000 in Labrador according to the 1981 
Census). 


Metis - generally people of mixed aboriginal and 


European ancestry who distinguish themselves from Indians 
and Inuit (about 100,000 according to the 1981 Census). 
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AUTHORITY 


The Constitution Acts, 1867 to 1982, section 91, 
subsection 24 established exclusive federal jurisdiction 
over Indian Affairs. 


The Indian Act, section 73(1) empowered the Governor in 
Council to make regulations in regard to provision of 
medical treatment and health services to Indians. 


Section 5 of the Department of National Health and 
Welfare Act established the Department of Health and 
Welfare Canada's (HWC) responsibility for the promotion and 
preservation of the health, social security and social 
welfare of the people of Canada over whom the federal 
government has jurisdiction. 


A 1945 Order-in-Council placed responsibility for 
Indian health with the Department of Health and Welfare 
Canada. 


RESOURCES ($000's) and (P-Ys) 


The resources data in Tables One and Two, below refer 
to Indian Health Services only. All the subsequent tables 
in this assessment provide composite data for both Indian 
and Northern Health Services (NHS) because it was not 
possible to separate out the two expenditures. Northern 
Health Services are reviewed elsewhere in this report. 


Table One 
Resources for Indian Health Services 


82/83 83/84 84/85 85/86 86/87 
Actual Actual Actual Esti- Pro- 


Expenditure mate jected 
Salaries | 5 2705 BKeyy, eld Al 61530 eeOG 4103 e026 
Other O&M 82,884 100,439 .-116,700 114,070 113,410 
Capital 9,986 AE by, eek) 5 FO Jam 6-84 355 a 207 Oise 
Grants & 

Contributions Oe a, 47,168 5651779976, 6145 907.227 
TOTAL 17 BgebO2e = 2167 Ol7 225) LS 62:74, 430.4290,,442 
Person-years 1,691 Ny hots ily, TRS aby PAPAS) ah? 
Revenue 11,434 15,449 EL (7 My Teleye) Abs eleze) 
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Source: Figures appearing in the above table and in all 
other tables used in this report have been provided 
by Medical Services Branch of Health and Welfare 
Canada, unless otherwise indicated. 

Table Two 
Provincial Breakdown of Resources 


Salaries Grants & 


O&M and Contrib- Person- 

84/85 Capital utions Total Years 
NFLD 6729 4,198 10,489 64 
PEI Atlantic 
NS Region 
NB 
QUE 14,293 2,474 Ora Od 143 
ONT 54,419 217,823 76,242 530 
MAN 327%,.536 Tied bys: 40,589 362 
SASK 30,768 907 37,669 250 
ALTA 27,498 5,989 3377487 Dal 
BC PR AP 2M ep O35 35,372 213 
TOTAL 194,336 56119 Phas AEs: 18 3 
DESCRIPTION 


Indian Health Services, until recently a program in 
itself, is now part of the Indian and Northern Health 
Services program within the department of Health and Welfare 
Canada. The program, for planning and reporting purposes, 
is divided into six components. Following is a table 
showing the anticipated expenditure for 1985/86 and a 
description of the services provided under each component 
for Indian Health Services and for Northern Health 
Services. 


re 


Table Three 


Health Services & Estimated Expenditure 85/86 
($000's) and (P-Ys) 


Environ- 
mental 
Com- Health & 
Expendi- munity Dental Surv- Hospital 
ture Health NNADAP Services eillance Services Admin. 
Salaries S755 0 ae, A 3B, 628 oy. 47 25 0g 1a e217, 800 
Other O&M —997/20m "3, 065 DANS 27 e273 22.9 h07.6,0.0 
Capital hype ees! --- L500 300 475500 327780:0 
Grants & 
Contrib- 
utions 26,046 47,166 --- US 7, O00 sath 
TOTAL 18077351052 7046 29,950 4,795 44,460 36,390 
Person- 
years AOS 66 99 86 685 596 


Program Components of Indian and Northern Health Services 


Table Four 


Community Health Services: ($000's) and (P-Ys) 


Expenditure 82/83 83/84 84/85 85/86 86/87 
TOTAL 1367829 9707.5,73 099 82,5655 91807785) 186,454 
Person-years 855 3) one) 1,048 MAal Se Vy Sey) 


Consultative, advisory and technical health services 
are “provided direct ly ati the slocalsrcommuniity slevedsto 
prevent illness, promote health and restore health. Other 
activities in support of the above include the training of 
nurses, community health representatives and other health 
personnel as well as the provision of information services. 
The above services are provided in over 400 communities, 
mostly in rural and isolated locations. 
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Following is a sample of the major operating and 
Capital expenditure categories: 


-costs associated with the construction and operation 
of branch leased, rented, or wholly-owned facilities; 

-costs directly associated with nursing tasks, whether 
community health or treatment (e.g., drugs, clothing, 
travel, immunization, etc.); 

-costs incurred by medical professionals (e.g., 
referral for diagnostic services, consultation, 
treatment services, drugs, appliances, transportation, 
etch yr 

-costs associated with the operation of hostel type 
accommodation and services which are connected with 
hospitals; 

-costs for non-insSured services, etc. 


The major occupational groups providing the services 
are community health nurses, treatment nurses and community 
health representatives. The majority of persons in the 
latter group are employed by Indian bands under a 
contribution arrangement. Other staff employed include 
physicians, health educators, nutritionists, janitors, 
interpreters, clerks, etc. 


Table Five 


The National Native Alcohol and Drug Abuse Program 
(NNADAP): ($000"s) and (P-Ys) 


Expenditure 82/83 83/84 84/85 85/86 86/87 
TOTAL 15,749 27 AOGL 3 aZo2 52,646 65,415 
Person-years 29 29 54 66 67 


This program supports Indian and Inuit people and their 
communities in establishing and operating programs related 
to alcohol, drug and solvent abuse. More immediately, it is 
testing and evaluating a variety of approaches to the 
programs in order to establish a firm basis for an on-going 
program run by the native people themselves. Means used to 
attain the objective of the program include information 
dissemination, counselling, community project staff 
training, funding of in-patient and out-patient facilities, 
research, etc. 
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Table Six 


Dental Health: ($000's and P-Ys) 


Expenditure 82/83 83/84 84/85 85/86 86/87 
TOTAL Pie Ag 8) Zi 1839 297,839 297950 29,950 
Person-years 99 98 102 99 oes) 


Preventive care and education programs are designed to 
create a greater awareness, particularly among school-age 
children, of the benefits of oral hygiene. Diagnostic and 
examination services, emergency dental treatment and annual 
preventive fluoride programs are provided by program staff 
and by the staff of several universities. A two-year post- 
secondary program, funded by Medical Services Branch, is 
operated at the National School of Dental Therapy in Prince 
Albert, Saskatchewan, to train dental auxiliaries in the 
provision of preventive and treatment services in isolated 
communities and reserves across Canada. 


Basic dental care is provided partly by private prac- 
titioners and partly by program staff using portable on-site 
clinics. Services are supplied by dentists, dental thera- 
pists, dental hygienists and preventive dental assistants. 


Table Seven 


Environmental Health and Surveillance: ($000's) and (P-Ys) 


Expenditure 82/83 83/84 84/85 85/86 86/87 
TOTAL 3,639 4,681 37100 4,795 4,795 
Person-years 86 85 74 86 86 


Environmental inspection of communities, water 
sampling, monitoring of contaminants, collection of data, 
training of operators, and educational programs are aimed at 
ensuring safe housing, water supply and waste disposal, 
controlling insects and rodents, and alleviating the effects 
of contaminants. 


Operating expenditure includes the cost of all 


laboratory work carried out within the program and analytic 
services obtained from other agencies or private 
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laboratories. They also include some regulatory services 

WiLensdOenotsbelong to this program, e.q., territorial and 
local ordinances, common carriers, federal facilities and 

jurisdictions. 


Table Eight 


Hospital Services: ($000's) and (P-Ys) 


Expenditure 82/83 83/84 84/85 85/86 86/87 
TOTAL 42,010 48,910 39,888 44,460 44,460 
Person-years B52 827 20) 685 685 


Many of the client population live in remote and 
isolated areas, mostly in the northern parts of the 
provinces, so services must be accessible as well as 
available. Because comprehensive health care must include 
hospital services, the Branch has hospitals in areas and 
regions where hospital services were not otherwise provided. 


Branch hospitals are located in four of the provinces; 
at Moose Factory and Sioux Lookout in Ontario, at Norway 
House and on the Pequis Reserve in Manitoba, at Fort 
Qu'Appelle in Saskatchewan, and on the Blood Reserve in 
Alberta. Although most hospitals were orginally built 
principally to serve native Canadians, hospital services are 
available to anyone in need. 


There is great variation among the hospitals in terms 
of size, complexity, and range of services offered. 
Hospitals such as Moose Factory General offer a complete 
array of diagnostic services; medical, surgical, paediatric 
and obstetric care. The range of services diminishes with 
size, and in the smaller units only minimal care is 
available for uncomplicated illness and normal obstetrics, 
with limited diagnostic services. All hospitals provide 
services for in-patients and out-patients, part of which is 
recovered from provincial health insurance plans. 


The medical staffing pattern also varies widely. Many 
are staffed under contracts with university medical schools, 
and some by private practitioners. Many of the hospitals 
serve as administrative and logistic bases for field 
operations, providing medical visitation; radiology; 
laboratory and pharmacy services; maintenance services; and 
often food and supplies. 
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Table Nine 


Administration: ($000's) and (P-Ys) 


Expenditure 82/83 83/84 84/85 85/86 86/87 
TOTAL 2d Clee 3D), 22a 3 Oy 32 SO, 39 OMe S07 0900 
Person-years 645 634 545 Deo 596 


This component covers mainly resources expended at 
regional and zone offices for Indian and Northern Health. 
It includes administrative support services, contracts and 
contributions, E.D.P. services, financial services, material 
management, personnel services, planning and control 
services, and property management. 


Program Delivery Structure 


The Indian Health Services program, with headquarters 
in Ottawa, is a very decentralized program operated by the 
Medical Services Branch of HWC. At the field level, which 
accounts for over 90% of program expenditure, the services 
are provided through a network of seven regional offices 
(one for each province with the exception of the Atlantic 
provinces which make up one region), 17 zone offices and 421 
local facilities including six hospitals, 55 nursing 
stations, 109 health centres and 251 other facilities (see 
table below). Hospitals and zone offices, often co-located, 
constitute administrative and program centres and the base 
from which satellite communities are serviced. 


Table Ten 


Distribution of Beneficiary Population 
and Program Facilities 


Total Iso- 

Client lated Other 

Popu- Popu- Hosp- Nursing Health faci- 

lation lation itals Stations Centres lities 
Atlantic 248s 0 0 0 7 21 
Quebec 25 1 t 2,891 0 8 eS 10 
Ontario 714,629 eet8rs235 2 hal 23 55 
Manitoba 49,956 20,826 2 iy 15 2i]. 
Saskatchewan 51,075 11,460 l 6 nel 62 
Alberta 40,820 3,450 1 3 16 19 
BaCe 597-543° ll 500 - 10 24 5i/, 
TOTAL 3 13, 9s), Zee OO 6 55 109 Diol 
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Some of the services are provided by federal government 
employees (2,567 person-years in 1985/86). The greater 
portion, however, is provided through contractual 
arrangements with private practitioners, university 
faculties of medicine, work-sharing arrangements with other 
levels of government and, increasingly, programs run by the 
Native communities themselves. 


In early 1982, Medical Services Branch employed 
641 native people directly and another 533 through contracts 
(mainly with Indian bands); three years later, the numbers 
have risen to 681 and 1,357 respectively. 


EVALUATIONS 


In his 1985 report, the Auditor General reported rather 
positively on the follow-up and status of the observations 
he made in 1982 with regard to the management and 
administration of Indian Health Services. In summary: 


-health care standards have been developed to interpret 
the 1979 Indian Health Policy; 

-there is better coordination of activities with DIAND 
in the delivery of programs; 

-revenues will increase with the implementation of new 
procedures this year; 

-contribution agreements are better managed but "the 
existing MIS's do not yet provide management with 
enough program information to monitor contribution 
agreements effectively". 


However, in the area of non-insured health services, 
despite measures implemented mostly on a regional basis, 
annual expenditure for this category of services continues 
to escalate. 


OBSERVATIONS 


Characteristics of the Client Population. Most Indian 
and Inuit communities are rural. The most marked 
characteristic is still the isolation in which the people 
live, cut off from organized services. This isolation holds 
back the resources needed for a higher standard of living. 
It makes transportation and delivery of supplies and 
equipment both costly and difficult. 
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There are proportionally more native people living 
below the poverty line than the population generally. 
Limited access to public utilities, a lack of potable water, 
sewage and water disposal problems and inadequate housing 
probably contributes to higher rates of respiratory, 
digestive and infectious diseases as well as to higher death 
rates. 


Eligibility for Indian Health Service. Eligibility for 
services is described here for the various categories of 
beneficiaries and by program benefits. However, one 
additional distinction is made for Status Indians between 
those living on-reserve (70% in 1978) and those generally 
receiving services through provincial health care systems. 


Status Status Non- 
Indian Indian Status 
On-Res. Off-Res. Indian Inuit Metis 


Community Health Xx x 


Non-Insured Health 

Benefits (contained 

within community 

health) X X X 


National Native 

Alcohol & Drug 

Abuse Program 

( NNADAP ) xX Xx 


Alcohol Treatment 
(sub-component of 


NNADAP ) X Xx X ».4 4 
Environmental Health 

& Surveillance x Xx 
Hospital Services xX x 


Professional Health 

Career Development 

(sub-component of 

Administration) Xx X Xx 


Bursary Program 


(sub-component of 
Administration) X X X xX X 
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Trends in Program Expenditure. (Indian and Northern 
Health). From 1982/83 to 1985/86, program expenditure has 
increased from $248 million to $349 million; person-year 
utilization has remained almost level, going from 2,521 to 
2,568. The main factors responsible for the 41% increase in 
expenditure over a period of three years, mostly in Indian 
Health, are as follows: 


-non-insured health services (drugs, glasses, 
transportationgmetcs) twhichecost.S380ymillionsin 
1982/83 will probably reach $130 million in 1985/86; 
and 

-during the same period, the National Native and Drug 
Abuse Program will have increased from $16 million to 
$53 million, a $37 million increase. 


These two expenditure items have been met mainly from 
new funds. The small increase in person-year resources 
(less than 2% and less than the population increase), has 
occurred because natives have been encouraged to assume 
local control and management of their health services. This 
thrust is reflected in the increase in grants and 
contributions which over the same three-year period, have 
risen from $36 million to $82 million, an increase of 
$46 million (for NNADAP largely but also for other native 
involvement in health at the community level), as well as in 
the number of native people employed through personal 
service contracts or service contracts with Indian Bands 
Boeeein 19827 02,357).tnel985 ) . 


Non-insured Health Services. Non-insured health 
benefits provided to Status Indians and Inuit include 
transportation for medical reasons (patients and escorts), 
prescription drugs, dental care, eyeglasses, prostheses and, 
where applicable, medicare premium and user fees. The above 
benefits are extended free of charge to all Status Indians 
and Inuit regardless of place of residence or ability to 
pay, where these benefits are not provincially-insured. The 
sole basis for providing these services or benefits, as 
stated in the Indian Health Policy of 1979, is "... 
professional medical or dental judgement, or ... other fair 
and comparable Canadian standards". 


The cost of providing non-insured health services has 
increased from $31 million in 1977/78 ($36 million in 
1979/80) to $110 million in 1984/85. In constant dollars 
(1978 dollars), the increase is still 120%. Future trends 
will be affected by two major factors. The first factor is 
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a continued increase in the use of these services by Indians 
and Inuit, due to improved program delivery practices, 
increased accessibility of services, increased client 
awareness, and the absence of any means test. The other 
factor is the impact of Bill C-31 whereby Indians who 
recover their status will be entitled to these benefits. 

The additional costs over the next five years are estimated 
to be in? the range ofS }O0gtoes 200emiehtion:. 


Impact of Bill C-3l: An Act to Amend the Indian Act. 
The Act will end discrimination based on sex, inherent in 
the Indian Act and restore status to those persons who were 
affected. The Bill received Royal Assent on June 28, 1985 
and it is effective from April 17, 1985. 


Preliminary estimates made by DIAND indicate that 
23,000 Canadians will be entitled to be reinstated to both 
Indian status and band membership while an additional 58,000 
will be entitled to regain Indian status only. Some 2,500 
are expected to return to reserves. All of the above who 
apply for Indian status will become eligible for non-insured 
benefits (where these are not provided by the province or 
municipalities of residence) while the ones who return to 
live on reserves will be entitled to all health services. 
Medical Services Branch estimates that based on experience, 
the cost of non-insured benefits alone (not including 
additional manpower and administrative overhead) will amount 
to $321.90 per capita. 


ASSESSMENT 


Over the past decades, the program has been effective 
in improving those health conditions which could be improved 
by medical care, but not for the conditions related to 
social and lifestyle factors. There is still a gap in 
health status between Canada's indigenous people and the 
rest of Canadians, which program management is addressing 
through new types of programs (NNADAP, demonstration 
projects, community health representatives), which encourage 
greater native involvement in the provision of health 
services. 


Moreover, the health status gap that exists between 
Canada's indigenous people and the rest of Canadians is a 
major obstacle to devolving the management and control of 
health services to local native communities. Program 
managers feel that, whether or not the transfer takes place, 
bridging the gap is the main challenge facing those 
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responsible for providing health services to native people. 
And this means additional money. 


There is no objective data to evaluate the 
effectiveness of the National Native Alcohol and Drug Abuse 
Program (NNADAP), firstly because it is only three to four 
years old and secondly, because there are no clear 
evaluation criteria developed yet. We recognize that 
results achieved by NNADAP in developing leadership and 
skills in local communities may be as, or more, important 
than its achievement in reducing the ill-effects of alcohol 
and drug abuse. However, considering the relatively low 
level of positive results in similar programs elsewhere, the 
allocation of greater and greater resources (one sixth of 
INH budget) has been based so far more on an act of faith 
than on anything objective or quantifiable. 


With regard to non-insured health services and 
benefits, unless some measures are taken to constrain the 
demand, the total costs (representing $116 million or one 
third of INH budget in 1984/85) will continue to escalate at 
a fast pace and use up resources required in other high 
priority areas. 


Over the years, the provision of special hospital 
facilities for Indians and Inuit has been seen as a 
necessary and desirable development, especially by the 
provinces (e.g., the Camsell Hospital, Edmonton, provided 
treatment primarily for Indians and Inuit suffering from 
tuberculosis). Some of these facilities, including Camsell 
itself, have been turned over to provinces and are now 
operated as regular hospitals. Some, however, still operate 
on an "Indians only" basis and clearly, as at Cardston 
(Alberta) and Sioux Lookout (Ontario), duplicate the 
services offered by other hospitals at the same location. 


The involvement of the federal government in the direct 
provision of health services to Indians and Inuit can be 
poraccdsbDack™in history; it has to do with custom and "gap 
filling". Granted, the federal government has a 
responsibility over Indian affairs and direct provision of 
services may have been the only realistic alternative in the 
past. However, the health care delivery system in all 
provinces is sophisticated enough today to look after the 
health needs of all residents, including natives. 
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OPTIONS 


The study team recommends to the Task Force that the 
government consider: 


- charging the Minister of Health and Welfare Canada 
with the responsibility of transferring the delivery 
of Indian health services to provinces or, failing 
that, to community-based corporations, by April 1991; 


- directing the Minister of Health and Welfare Canada to 
develop a policy on non-insured health services 
whereby Status Indians and Inuit receive the same 
benefits as all citizens of the province or territory 
in which they reside; benefits above and beyond that 
level should be based on a means test; 


- maintaining funds for the National Native Alcohol and 
Drug Abuse Program at the 1985/86 reference level 
until March 31, 1988 subject to a comprehensive review 
of the program conducted by a group from outside HWC 
with specific expertise in this program area. 
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NORTHERN HEALTH SERVICES 
OBJECTIVE 


To assist Indians, Inuit and other eligible residents 
of the Northwest and Yukon territories, to obtain a standard 
of health comparable to that of other Canadians.1 


BENEFICIARIES 


All residents of the Northwest and Yukon territories 
benefit directly through the provision of health services. 


AUTHORITY 


The Constitution Acts, 1867 to 1982, section 91, 
subsection 24 established exclusive federal jurisdiction 
over Indian! Affaivcs. 


The Indian Act, section 73(1) empowered the Governor in 
Council to make regulations in regard to provision of 
medical treatment and health services to Indians. 


Section 5 of the Department of National Health and 
Welfare Act established the Department of Health and Welfare 
Canada's (HWC) responsibility for the promotion and 
preservation of the health, social security and social 
welfare of the people of Canada over whom the federal 
government has jurisdiction. 


A 1945 Order-in-Council placed responsibility for 
Indian health with the Department of Health and Welfare 
Canada. 


An April 1954, Cabinet Decision established Northern 
Health Services as a single agency to serve the medical 
needs of all northern residents. 


RESOURCES ($000's) and (P-Ys) 
The resources data presented refer only to Northern 
Health Services. Composite data for resources for both 


Indian and Northern Health Services is presented in the 
Indian Health Services assessment. 


1, This objective is shared with the Indian Health 
Services program of the Medical Services Branch of HWC. 
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Expenditure 


Salaries 
and Wages 
Operating 


Costs 


Capital 
Grants and 
Contni butronss 


TOTAL 


Pepson=y ears 
Revenue** 


Expenditure by Budget Element* 


82/83 83/84 84/85 85/86 86/87 
Actual Actual Actual Estimate Forecast 
31,090 30,961 Sl A Sw) 371%:03,9 Be 039 
Dele soe 29,901 a4 enlA Sy? ANG) 'o) 11 3°25 6S 
8,695 Os 12 56 9,395 pee le) 
kKkK* 
206 5,826 Sa? 5328 53238 
FAO) S Weis) Cate cal 85,932 74,596 TL POG 
830 WPTES) 779 789 789 


14,134 Zuo 15,994 16,000 16,000 


i Data supplied by HWC - Northern Health Services. 

ued Revenue from reimbursement by territorial governments 
for hospital and community health care services. 

*** Increase due to transfer of Frobisher Bay Hospital to 


NWT. 


Location 


Yukon 
NWT 


Ottawa 


H.Q. 
TOTAL 


* 


DESCRIPTION 


Distribution of Program Expenditure —- 84/85* 


($000's) and (PYs) 


Salaries, Grants 
Operating and Total Total 
and Capital Contributions ($000's) PYs 
18,838 702 19,540 B18 
5379.05 ey ble2 67 27 465 
re) 398 475 1 
TAT RAU Orelele 85,932 779 


Data supplied by HWC - Northern Health Services. 


The Northern Health Services of Medical Services Branch 
(MSB) was established by Cabinet in 1954 to provide both 


acute care and 
the Yukon 
Northern 
responsibility 
latitude. 


time, 


public health services to all residents in 
and Northwest Territories (NWT). At that 
Health Services (NHS) took over the 

of Indian Health Services north of 60° 
federal government stepped in "temporarily" 
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to provide services because the territorial administrators 
were unable to adequately meet the health needs in the 
North. 


It was assumed that when the North reached a suitable 
stage of development, the territorial governments would take 
Over responsibility for health care. NHS carries out the 
duties of a public health department, providing services 
such as environmental health - water quality and sewage 
control, health promotion and communicable disease control. 
NHS also provides residents with acute care through 
hospitals and nursing stations where such has not been 
assumed by territorial governments. 


In the 1960s, the territorial governments introduced 
Hospital and Medical Insurance plans. In the early 1970s 
when these governments began to demonstrate an interest in 
assuming greater control over health care, the federal and 
territorial governments began negotiations to transfer the 
services provided by NHS to the territorial governments. 
These negotiations were delayed in 1977 in Yukon and have 
since become increasingly complicated due to unsettled 
issues related to native land claims and native 
self-government in Canada. To date there has been no 
transfer of services to Yukon. However, in the NWT, one 
hospital facility at Frobisher Bay, hiring of physicians and 
patient transportation services have been transferred and 
discussions continue on the subject. 


Health care is provided by Northern Health Services 
through a variety of facilities based on the health care 
needs of the community. Health stations (six in the NWT and 
five in the Yukon) have no resident nursing or medical 
staff. They may be staffed with Community Health 
Representatives or a lay dispenser. These units serve as 
clinics from which visiting doctors and nurses provide 
treatment or community health services. Health centres 
(eight in the NWT and ten in the Yukon) are staffed by one 
Or more nurses to provide community health services and 
emergency treatment. Nursing stations (39 in the NWT and 
two in the Yukon) are staffed by one or more nurses to 
provide community health services, treatment and short-term 
in-patient care. Cottage hospitals (two in the NWT and 
three in the Yukon) provide continuous nursing service, with 
a doctor in attendance on a full or part-time basis. 

General Hospitals (one in the NWT and one in the Yukon) 
provide continuous primary and secondary care. All hospital 
services in the North are provided by Medical Services 
Branch, except for the hospitals at Yellowknife, 


fey 


Hay River, Fort Smith, and Frobisher Bay, NWT, which are the 
responsibility of the Department of Health, Government of 
the Northwest Territories. If adequate services cannot be 
provided at a local facility transportatlon=and™=escore 
services are provided to the nearest major centre usually 
Vancouver, Edmonton, Winnipeg or Montreal. Frobisher Bay 
Hospital, transferred from MSB to the NWT government two 
years ago, currently operates under a community board 
comprised of natives and non-natives. 


All physician services in Yukon are provided by private 
practitioners for whom transportation allowances are 
provided by NHS. In the NWT the usual practice is for NHS 
to contract with the territorial government to provide 
physician services. The majority of doctors in the NWT, 
therefore, are under contract with the Government of the 
Northwest Territories. Physician services in the district 
of Keewatin have been contracted by NHS to the University of 
Manitoba through the hospital at Churchill, Manitoba. 
Additionally there are private practitioners in the larger 
centres of the NWT who may provide service for NHS. 


Specialist services are available in Yellowknife and 
Whitehorse. Also, through special arrangements with McGill 
University and the Universities of Alberta and Manitoba, 
specialists visit the communities in the Territories on a 
regular basis. With the exception of Old Crow, all 
communities in Yukon are accessible by road, whereas the 
majority of the communities in the NWT are isolated and are 
accessible only by air or water. 


The Northern Health Services provide health care in 
both the areas of prevention. In addition, NHS senior staff 
provide ongoing liaison with the territorial governments, 
native organizations and agencies. In each region the 
program medical officer performs the duties of the 
territorial medical officer. 


The Northern Health Services program is divided into 
six components similar to those of Indian Health Services. 
These are: 


Community Health Services 


A vast array of services - advisory, primary care 
treatment, technical services and training of personnel - 
are provided in the local community by community health 
nurses, treatment nurses, and community health 
representatives. 
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These services include health promotion - maternal and child 
health, nutrition, community health awareness and mental 
health. 


The National Native Alcohol and Drug Abuse Program (NNADAP) 


This program supports Indian and Inuit people and their 
communities in establishing and operating programs designed 
to reduce alcohol, drug and solvent abuse. More 
immediately, it is testing and evaluating a variety of 
approaches to the problem in order to establish a firm basis 
for an on-going program run by the native people 
themselves. Means used to attain the objective of the 
program include information dissemination, counselling, 
community project staff training, funding of in-patient and 
Out-patient facilities, research, etc. 


Dental Health 


Preventive care and education programs are designed to 
create a greater awareness, particularly among school age 
children, of the benefits of oral hygiene. Diagnostic and 
examination services, emergency dental treatment and annual 
preventive fluoride programs are provided by program staff 
and by the staff of several universities. A two-year 
post-secondary program is operated at the National School of 
Dental Therapy in Prince Albert, Saskatchewan, to train 
dental auxiliaries in the provision of preventive and 
treatment services in isolated communities and reserves 
across Canada. 


Basic dental care is provided partly by private 
practitioners and partly by program staff using portable 
on-site clinics. Services are supplied by dentists, dental 
therapists, dental hygienists and preventive dental 
assistants. 


Environmental Health and Surveillance 


This is a regular field activity undertaken primarily 
by environmental health officers, and to a lesser extent by 
community health nurses and community health representatives 
which involves inspection and surveillance of water quality, 
sewage and waste disposal, food processing and serving; 
public health engineering; regulatory services; laboratory 
analytic services for monitoring outbreaks of diseases; and 
conducting routine immunization programs. 
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Hospital Services 


The Medical Services Branch has accepted responsibility 
for health care of Indians and Inuit. Many of the client 
population live in remote and isolated areas, so services 
must be accessible as well as available. Because 
comprehensive health care must include hospital services, 
the Branch has had to build and maintain hospitals in areas 
and regions where hospital services were not otherwise 
provided. Although most hospitals were originally built 
principally to serve native Canadians, hospital services are 
available to anyone in need, native and non-native residents 
of the territories. 


There is great variation among the hospitals in terms 
of size, complexity, and range of services offered (from 
five beds in the cottage hospitals at Faro to the 120-bed 
institution at Whitehorse). Hospitals such as Whitehorse 
General offer a complete array of diagnostic services; 
medical, surgical, paediatric and obstetric care. The range 
of services diminishes with size, and in the smaller units 
only minimal care is available for uncomplicated illness and 
normal obstetrics, with limited diagnostic services. All 
hospitals provide services for in-patients and out-patients. 


The cost of insured and non-insured health services are 
borne by the federal government for all status Indians and 
Inuit. The territorial governments bear the costs for 
insured health services for the non-native population. 
Non-insured services for non-natives are the responsibility 
of individuals. 


Distribution of Beneficiary Population 
and Program Facilities* 


Location Total Isolated Hospi- Nursing Health Other 


Client Pop. tals Stns. Centres Facil. 
Pop. 
Yukon 24,811 15,000 1 2 10 8 
NWT 47,053 36,000 1 39 8 19 
TOTAL 71,864 517.000 2 41 18 27 
x Data supplied by HWC - Northern Health Services 
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Financing Arrangements - Federal Contributions 


The flow of payments between the federal government and 
territorial governments with respect to health services is 
set out elsewhere. In general the federal government is 
reimbursed by the territories for: 


-all uninsured hospital and medical services that it 
provides to northern residents; and 

-community health services provided to non-status 
Indians and non-Inuit. These costs are apportioned on 
the basis of ratio of non-native to total population 
in each territory. 


The territorial governments are in turn reimbursed for 
health services, other than hospital and medical care 
provided to status Indians and Inuit. This mainly applies 
to NWT where they have taken over services such as patient 
transportation. 


The Department of Indian Affairs and Northern 
Development (DIAND) also makes contributions to the 
territorial governments for health services to Indians and 
Inuit. These contributions by HWC and DIAND and through EPF 
are significant. 


In essence, the Medical Services Branch, HWC, functions 
aS a provincial Ministry of Health through which the 
Northern Health Services program acts under contract to the 
territorial governments to supply essential health services 
until such time as the territorial governments negotiate a 
take-over of these services with the federal government. 


EVALUATIONS 


In October 1985, in a follow-up and status report to 
his 1982 report, the Auditor General reported that: 


The Medical Services Branch (MSB) has made progress on 
a comprehensive interpretation of the 1979 Indian 
Health Policy through development of health care 
standards and by giving Indians and Inuit a greater 
role in the delivery of health care services. 


There is in 1985 better coordination of activities 
between HWC and DIAND for the delivery of Indian and 
Inuit health programs through the appointment of a 
senior coordinating consultant in MSB and through 
specific agreements between HWC and DIAND. 
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Most directives and procedures for ensuring uniform 
delivery standards for non-insured health services are 
developed and implemented by MSB on a regional basis. 


Most of the recommendations made in the 1982 
Auditor-General's Report pertinent to addressing the 
absence of documented guidelines, inaccurate cost 
information and the resulting low priority given to the 
recovery of a large portion of the costs incurred by 
MSB in providing reimbursable services, have been 
implemented or will be implemented by December 1985. 


The existing management information systems of the MSB 
do not yet provide management with enough program 
information to monitor contribution agreements 
effectively. 


An evaluation assessment study presenting four options 
and approaches for an in-depth evaluation of the Northern 
Health Services Program was completed by the Program 
Evaluation Directorate of HWC in May 1985. 


OBSERVATIONS 


The issue which dominates planning and program delivery 
activities in Northern Health Services is the transfer of 
these services from the Medical Services Branch, HWC to the 
territorial governments. The transfer issue is dependent 
upon the resolution of constitutional issues pertinent to 
native self-government and land claims. The Department of 
Indian Affairs and Northern Development is the designated 
lead federal Ministry on all these issues, including the 
transfer of health services subject to consultation with 
HWC. 


In 1981, a proposal to transfer responsibility for 
health care services to Indian communities was approved by 
Cabinet on a two-year experimental basis (since renewed for 
an additional year). Thirty-three communities are now 
involved in this Community-Based Health Demonstration 
Program. In addition, Medical Services Branch has developed 
a Professional Health Career Development Program through 
which native people can enter health sciences professions 
and learn to administer community health programs. The 
latter is essential to the transfer of services to 
community-controlled facilities. 
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As noted previously, the direct provision of health 
services by the federal government was a "temporary" measure 
until the territorial governments developed the capacity to 
deliver these services. The governments of the Yukon and 
N.W.T. now appear ready to take over the direct provision of 
health services currently provided by Northern Health 
Services. Negotiations for the transfer of these services 
are underway in the NWT with the regional director for 
Northern Health Services acting as the federal team leader. 


A joint proposal by HWC and DIAND for tackling the 
problems of chemical abuse and dependency was approved by 
Cabinet, leading to the establishment of the National Native 
Alcohol and Drug Abuse Program. 


In the view of the study team, the federal picture with 
respect to the contribution agreements for the provision of 
health care services between HWC and the territorial 
governments, and between DIAND and the territorial 
governments, is a confused one. 


It was noted by both territorial governments that 
concerns have been expressed by non-native residents as a 
result of the situation whereby native residents have the 
costs of non-insured benefits borne by the federal 
government whereas non-natives bear the costs on an 
individual basis. 


The responsibility for providing Extended Health Care 
to Indians and Inuit is currently shared between MSB and 
DIAND; however, for non-natives, the territorial governments 
bear the responsibility. 


OPTIONS 


The following options were developed for consideration 
by the Task Force: 


ae Transferring the health services functions 
currently provided by Northern Health Services to 
Yukon and NWT governments by April 1, 1988. Given 
the success of the transfer of hospitals to the 
NWT, the successful management of the Frobisher 
Bay hospital by a community board and the 
expressed intent by MSB to divest its direct 
health services responsibilities to the 
territorial governments, this option is 
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preferred. The territorial governments appear to 
have the desire and the capacity to undertake the 
direct provision of health services on a basis 
similar ‘to that GE provincial sgovernments: 


Maintaining the Northern Health Services program 
in its existing state. 


Within the context of a streamlined Northern 
Health Services program, immediate consideration 
should be given to improving the efficiency and 
effectiveness of the provision of treatment and 
preventive health services north of 60°, that is, 
by Northern Health Services in the Yukon and NWT. 
Immediate improvements could be achieved by the 
Medical Services Branch of HWC by: 


-adopting a policy whereby there is consistency 
and equity among all residents, native and 
non-native, receiving non-insured health benefits 
and extended health care benefits in the Yukon 
aNd eNWI1, DY VADs eo Oss 

-effecting through this policy a rationalization 
and capping of expenditures at the 1986/87 levels 
for the provision of non-insured health benefits 
toe nalivesmbDy Ape lea elo Te 

-taking the lead role in establishing a mechanism 
wherby HWC and DIAND can review the contribution 
agreements, establish the total sources of 
federal funding, and assess and monitor the total 
federal expenditure for health care services to 
the Yukon and NWT; 

-through consultation with DIAND and other federal 
departments, eliminating any duplication of 
federal funding to Indian and Inuit organizations 
for health services within native communities; 

-ensuring that the training of health 


professionals and para-professionals within the 


Indian and Inuit communities conforms with the 
schedule for the proposed transfer of 
responsibilities for the provision of health 
services to these communities; 

-freezing NNADAP funding at the 1985/86 resource 
reference levels immediately, until evaluation by 
an expert group, external to the program, is 
completed and approved by MSB; 
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-integrating the approach to the transfer of 
health services, currently provided by Northern 
Health Services, with the approach being 
developed by DIAND for the move to 
self-government by Indian and Inuit communities. 
This does not imply a relocation of Northern 
Health Services to DIAND but at a minimum, there 
should be an integration of the policy 
development processes between HWC and DIAND. 


The study team recommends to the Task Force that the 
government consider transferring the health services 
functions currently provided by Northern Health Services to 
the governments of the Yukon and the Northwest Territories 
DyeaApEV. 1), 1988. 


Once the transfer of the health services functions 
currently provided by Northern Health Services of MSB is 


accomplished, the Northern Health Services program could be 
abolished. 


Subject to the above, immediate consideration should be 
given to improving the efficiency and effectiveness of the 
provision of treatment and preventative health services 
north of 60°, that is, by Northern Health Services in the 
Yukon and NWT. Immediate improvements could be achieved by 
the Medical Services Branch of HWC by: 


-adopting a policy whereby there is consistency and 
equity among all residents, native and non-native, 
receiving non-insured health benefits and extended 
health care benefits in the Yukon and NWT, by April 1, 
1987; 

=efrecting, through this policy, a rationalization and 
capping of expenditures at the 1986/87 levels for the 
provision of non-insured health benefits to natives 
and a rationalization of extended health care benefits 
to native and non-natives in the Yukon and NWT by 
mopent lh less! 7/3 

-taking the lead role in establishing a mechanism 
whereby HWC and DIAND can review the contribution 
agreements, establish the total sources of federal 
funding, assess and monitor the total federal 
expenditures for health care services to the Yukon and 
NWT; 

-through consultation with DIAND and other federal 
departments, eliminating any duplication of federal 
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funding to Indian and Inuit organizations for the 
purposes of health consultation within native 
communities; 

-~ensuring that the training of health professionals and 
para-professionals within the Indian and hawt 
communities conforms with the schedule for the 
proposed transfer of responsibilities for the 
provision of health services to these communities; 

-freezing NNADAP funding at the 1985/86 resource 
reference levels immediately, until evaluation by an 
expert group, external to the program, is completed 
and approved by MSB. 
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CONTRIBUTIONS TO TERRITORIAL GOVERNMENTS 
FOR HOSPITALS/ MEDICAL CARE OF INDIANS/INUIT 


OBJECTIVE 


To provide financial assistance in the form of 
contributions to the territorial governments for health care 
(hospital services and medical care) for Indians and Inuit. 


BENEFICIARIES 


Indians and Inuit in Northern Canada. 


AUTHORITY 


Appropriations 


Act. 


The broad authority comes from the 


federal government's responsibility for services to natives 
and to the special relationship to the territories. 


RESOURCES —- CONTRIBUTION FOR HEALTH CARE ($000's) 


Expenditure 


Hospital Service 
Medicare 


TOTAL 
Contribution broken 


Yukon 
NWT 


TOTAL 


82/83 
Actual 


S$ 9,540 
27091 


Silo 3 1 


83/84 
Actual 


Sh ted tsyl is) 
ere tes) 


$10,190 


down by Territory 


$ 1,805 
9,826 


$11,631 


Data supplied by DIAND 
*Includes previous year's arrears. 


$ 1,484 
8,706 


SLO LO 


84/85 
Actual 


S2a,l28 
4,813 


$27,941* 


PAPA ES) 
25,662 


$27,941 


85/86 
Estimate 


$15,341 
Virsa hal 


> liana 2 


=) Mypglotsts) 
16,163 


$17,852 


The payments are provided under the Northern Coordination 
and Social Development Branch of the Northern Affairs 
Program of the Department of Indian Affairs and Northern 


Development (DIAND). 


DESCRIPTION 


Under the Established Program Financing 
the NWT and Yukon (as with all provinces) 
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(EPF ) 
receive a per 


program 


Capita amount (currently $444) in taxes and cash as the 
federal contribution toward insured hospital and medical 
services and for extended health benefits. 


In addition, there are separate contribution agreements 
between the Minister of Indian and Northern Affairs and 


-the Yukon, to cover the total cost (less the EPF 
contribution) of hospital and medical care for 
indigent status Indians. For purposes of the hospital 
agreement, 95% are assumed to be indigent. In the 
case of medical care the payment is for the premiums 
of status Indians who do not have their premiums 
deducted at their employment. 

—~the Northwest Territories to cover the total cost 
(less the EPF contribution) of hospital services for 
status Indians and Inuit who are indigent (assumed to 
be 95%) and of the total cost (less EPF contributions) 
of medical care for status Indians and Inuit. 


The current agreements cover the fiscal years of 1983/84, 
1984/85 and 1985/86. 


OBSERVATIONS 


The combination of the very high cost of hospital and 
medical services for native persons and the high proportion 
of natives to the total population in the territories would 
place a heavy burden on the budgets of the NWT and Yukon ats 
the actual costs were not picked up by the federal 
government. This contribution enables the territories to 
offer programs and services of a standard comparable to 
those provided in other provinces. 


The payments flowing back and forth between the federal 
and territorial governments in respect of health services 
present a confusing picture (see Attachment 1). 


To the extent that amounts for health services show up 
in the federal books as expenditure and offsetting revenue, 
the expenditure budget is inflated. Given accounting 
systems employed in government, there is no easy way to 
overcome this fact. 


This policy of paying the actual cost of hospital and 


medical services for Indians and Inuit is not followed in 
provinces. 
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ASSESSMENT 


There does not appear to be an overlap in payments 
under this program; however, it is difficult to be certain. 


No agency of the federal government seems to have a 
"handle" on the payments for health services being made to 
the NWT and Yukon. 


The expenditure of the federal government (but not net 
cost) could be reduced by transferring responsibility for 
all service delivery to the NWT and Yukon and then 
reimbursing them for services provided to natives. 


OPTIONS 


Leave the contribution program with DIAND but assign 
Health and Welfare Canada a lead role in monitoring and 
assessing total federal expenditure for health services in 
the North. 


Status quo. This arrangement will be advantageous as 
responsibility for service delivery devolves to the 
territories. However, it leaves funding for health services 
in the North in two different federal departments, at least 
in the short run. 


Transfer the responsibility for the contribution 
program to Health and Welfare Canada. This would eliminate 
possible confusion and overlap regarding the funding of 
health services in the North. 


The study team recommends to the Task Force that the 
government consider leaving the responsibility for the 
contribution program with DIAND but assigning HWC a lead 
role in monitoring and assessing total federal expenditures 
for health services in the North. The organizational 
arrangement is consistent with the suggestion for the 
long-run but permits better control of health care funding 
an the short run. 


Upon divestiture of the health delivery responsibility 
to the territorial governments (see Northern Health Services 
program assessment) this contribution program would be 
collapsed into the total funding for health and other 
services provided to the territorial governments. 
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ATTACHMENT 1 


PAYMENTS BETWEEN THE FEDERAL GOVERNMENT AND 
THE TERRITORIES IN RESPECT OF 
HEALTH SERVICES FOR NORTHERN RESIDENTS 


Health EPF Cash 
and 


Welfare 


Payment of Invoices for Services 
to Treaty Indians and Inuit 
(Pharmacare, Boarding Homes, 
Transportation, etc.) 


Governments 


Payment for Public Health 
and Nursing Station Costs 
(proportion for Non- 
Treaty Indians and 
Non-Inuit persons) 


of 


Yukon 


and 


Government 
of 
Canada 


Northwest 


Payment for 
Federal Hospitals 


Territories 


Payment for Hospitals and Medical 
Care for Treaty Indians & Inuit 

less EPF Contributions Related to 
these Groups. 
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DIRECT SERVICES TO OTHER FEDERAL CLIENTELE 
Overview 
Programs 


The family of programs comprising Direct Services to 
other federal clientele is the result of grouping together 
three program activities: Health Assessment and Advisory 
Services; Prosthetic Services; and Emergency Services. 


Options 


Some options to deal with the circumstances described 
in the subsequent program assessments are highlighted here 
for consideration by the government. 


Public Service Health 


In light of the rapid increase in costs, the technical 
complexities of the subject matter and the potential impact 
on public service collective agreements, it is not possible 
to make specific proposals on this program. However, we 
suggest that tenders be called for consulting firms with 
demonstrated experience and expertise in human resource 
management and, in particular, the areas of employee and 
occupational health, to make recommendations regarding: 


-appropriate objectives for the Public Service Health 
Lunctwvon;: 

-the appropriate organizational placement and structure 
of the current Public Service Health function; 

-the level of resources which should reasonably be 
allocated to public service health; 

-appropriate organizational linkages and relationships 
between the Public Service Health function and other 
areas of the federal government; 

-such other matters as may in the selected 
consultant's judgement need to be addressed; such as 
contracting out of components of the Public Service 
Hea kit heetunctron,. 


In addition, the study team recommends to the Task 
Force that the government consider: 


Civil Aviation Medicine 


Directing Civil Aviation Medicine management to ensure 
the presence of appropriate health standards and of a 
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menu-driven medical examination form by which private 
physicians can properly assess the physical competency of 
air crew and air traffic controllers. 


Civil Aviation Medical Examiners to certify that their 
medical examination reports are complete and accurate and to 
attest to the physical competency of the individuals 
examined. 


Licensing fees be increased to cover the costs incurred 
in the licensing activity. 


Civil Aviation Medicine be located with other 
components of the air safety program in Transport Canada. 


Civil Aviation Medicine resources in support of the air 
safety program be reduced to 15 person-years and $750,000. 


Quarantine and Regulatory Services 


Transfering the responsibility for Quarantine Services 
from the Medical Services Branch to the Health Protection 
Branch of Health and Welfare Canada, given the proposed 
changes resulting from the review of other programs in 
Medical Services Branch, and given the Health Protection 
Branch's mandate in the detection and containment of 
communicable diseases. 


Immigration Medical Services 


In order that all services and activities relating to 
immigrants have a single focal point in the federal 
government, Immigration Medical Services be transferred from 
Health and Welfare Canada to Canada Employment and Immigra- 
tion Commission and integrated with other aspects of the 
immigration program; and that the Department of National 
Health and Welfare Act be modified accordingly. 


Prosthetic Services 


The Minister of National Health and Welfare notify 
provincial governments concerned, that federal Prosthetic 
Centres which have not been transferred to provincial 
agencies by April 1, 1986 will terminate their operations at 
that time. 
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The Deputy Minister of National Health and Welfare give 
immediate notice to all Prosthetic Services employees that 
their positions will become surplus to requirements on April 
te LOS OF. 


No resources be allotted to this program beyond fiscal 
year 1985/86 except those necessary to give effect to the 
above proposals, including transfer contributions. 


Emergency Services 


In light of the fact that there has been minimal use of 
health and welfare emergency stockpiles and that provinces 
are responsible for the provision of health and welfare 
services within their boundaries, we suggest the following: 


Reduce the number of federal emergency supply depots 
for health and welfare items to two or three 
strategically located in Canada and transfer to the 
Department of National Defence the operation and 
maintenance of these depots. 


Dispose of supplies which are surplus to requirements 
by offering them to the provincial governments free of 
charge and letting them be responsible for their 
maintenance or, failing that, by offering them to 
developing countries. 


Emergency training courses be offered on a cost- 
recovery basis. 


First Aid training courses be offered by non- 


government organizations, e.g., St. John's Ambulance, Red 
Cross, etc. 
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CIVIL AVIATION MEDICINE 
OBJECTIVE 
To provide medical advice and assistance in setting 
standards for civil aviation personnel; to advise on all 
matters connected with the health of travellers by air. 


BENEFICIARIES 


Civilian air crews are counselled on matters affecting 
their health. 


Department of Transport is advised on the health and 
physical competency of civilian air crew. 


AUTHORITY 
The Aeronautics Act. 
Privy Council Minute #94/4516 of October 30, 1946. 


RESOURCES ($000's) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 
Salaries ib iets) 2,240 27 OLS WS Sha hey Sie) 
Other O&M 270 289 464 BAN Bil 
Capital 91 279 8 30 30 
TOTAL 229.0 2,808 Ph S150) 2G 2,613 
Person-years 43 43 48 46 46 
Source: Medical Services Branch, HWC. 
DESCRIPTION 


The Civil Aviation Medicine component of this program 
consists of four different activities in support of its 
advisory role to Transport Canada (TC). 


Clinical Assessment: review medical examination 


reports prepared by private medical examiners and advise TC 
on the physical fitness of civilian air crews and air 
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traffic controllers for licensing purposes; the development 
of physical fitness standards and training of medical 
examiners are also a part of this activity. 


Safety Promotion: on request from organizations 
Operating in the aviation industry, give lectures and 
otherwise promote safety. 


Accident Investigation: until October 1984, the Civil 
Aviation Medicine (CAM) program provided advice to TC on the 
medical and human factors relating to aircraft accidents; 
the responsibility for investigation is now that of the 
Canadian Aviation Safety Board (CASB); until such time as 
CASB has developed itsS own medical expertise, Health and 
Welfare Canada (HWC) has agreed to provide medical 
investigative and laboratory support services for aircraft 
accident investigations. 


Research and Development: coordination and execution 
of R&D to improve aeromedical aspects of aviation safety. 


The activity is carried out through a headquarters 
Operation in Ottawa, with the Air Transportation 
Administration and six regional offices co-located with 
those of TC's Air Administration, and the Civil Aviation 
Medical Unit in Toronto. Physicians represent about one 
third of the staff which is otherwise mostly composed of 
clerical and other support staff. About 50% of staff are 
Pocaved Inereqional (offices; 10% in ?they Civil Aviation 
Medical Unit (research and development unit) located in 
Toronto and 40% in Ottawa. 


EVALUATIONS 


An interdepartmental task force composed of 
representatives from Transport Canada, Health and Welfare 
Canada and the Canadian Aviation Safety Board has studied 
medical services requirements for Transport Canada's Federal 
Air Program. 


This program has been reviewed by the following Task 
Force study groups: Regulatory, Transportation, and 
Citizenship, Labour and Immigration. 


OBSERVATIONS 


A major change occurred in 1984 in the organization of 
aviation safety in Canada when the Civil Aviation Safety 
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Board was created. Until then, all civil aviation medicine 
advice and support services to Transport Canada had been 
provided by the CAM program. Functions were transferred 
from TC and the CAM program to the Safety Board. Thus 
accident investigations were transferred to the Board while 
the regulatory function remained with TC. The function of 
determining causes and contributing factors, including human 
factors, was also transferred to the Board from the CAM 
program. The new division of responsibility between the 
three agencies split civil aviation medical expertise, which 
is in short supply in Canada, between CASB and CAM. 
Currently, medical support for accident investigations is, 
for an interim period, being provided by Health and Welfare 
Canada under the terms specified in a Memorandum of 
Understanding dated December 28, 1984 between CASB and HWC. 
However, the provision of accident investigation medical 
Support by CAM to CASB is at the expense of program 
resources which should be allocated to its other 
responsibility of medical support to TC's regulatory 
EuncGeron: 


The creation of CASB was primarily the result of an 
inquiry into aviation safety in Canada led by Mr. Justice 
Dubin following an airline crash at Cranbrook, B.C. In his 
inquiry report, Mr. Justice Dubin also raised other 
concerns. Among the concerns affecting the CAM program more 
directly, were the need for better training of Civil 
Aviation Medical Examiners (CAME), for more safety promotion 
and for more research and development. The impact of these 
additional requirements on program resources was analyzed by 
an interdepartmental task force composed of representatives 
from TC, CASB and HWC. The recommendations of this task 
force are contained in a report entitled "Civil Aviation 
Medical Services Required by the Federal Government" dated 
June, 1985. Over and above the addition of 16 P-Ys in CASB 
for medical investigations and laboratory support purposes, 
the above report recommends an additional 13 P-Ys for CAM, 
five of which are earmarked for research and development, 
eight in support of the regulatory function and safety 
promotion activities. 


The Interdepartmental Task Force report on "Civil 
Aviation Medical Services required by the Federal 
Government" has produced detailed figures on workload 
statistics and associated person-year requirements. 
Extrapolating from the above report statistics, following 
are two tables showing the breakdown of person-years 
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expenditure in FY 1984/85 and the person-years requirements 
for 4985/86. 


Person-Years Expended 84/85 


84/85 Ottawa HQ Regional HQ Camu (R&D) 
Medical Assessment 9% Oat Oi ~ 
CAME Training - Dee P) - 
Safety Promotion - eS - 
Accident Investigation - 1.1 - 
Research & Development - = 5 
Management & Admin. 6 4.4 - 
TOTAL LS 29. 5 
Estimated Person-Years 85/86 
85/86 Ottawa HO Regional HO Camu (R&D) 
Medical Assessment 2A es 2 eno - 
CAME Training - 3.8 = 
Safety Promotion 1 4.3 = 
Accident Investigation - - 
Research & Development = = 10 
Management & Admin. 5 433 - 
TOTAL 2H 258 10 


*The shift of person-years from regional to Ottawa HO in 
medical assessment is related mainly to computerization 
of the process. 


Since the Medical Assessment activity is by far the one 
which consumes the most money and person-years resources 
(28-85 PYs or 65.5% of total person-years an 1984/85;.33.5 or 
64.4% of new requirements, excluding overhead costs) we have 
concentrated our review on it. This activity directly 
Supports TC's regulatory function. There are approximately 
78,000 aeronautical licence holders in Canada (pilots and 
other flight crew, air traffic controllers, etc.) who must 
submit to periodic medical examinations in order to retain 
their licence. Some licences are valid for as long as five 
years, others for six months only. The total workload thus 
created amounts to some 66,000 medical examinations 
annually. These medical examinations are conducted by some 
850 Civil Aviation medical examiners who are private 
physicians appointed across Canada by TC on the advice of 
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HWC. Medical examination reports are sent to HWC for review 
and the provision of advice by CAM to TC. The review is a 
partly clérical , partly medical activity; about 603% of 
assessments are routine, 20% require some consultation and 
20% require substantial consultation, this latter category 
accounting for half of the total medical and clerical time 
spent on assessments. The main reason given for the large 
proportion of non-routine assessments resulting@ in? hagh 
resource expenditures by CAM is that Civil Aviation Medical 
Examiners are not properly trained in the field of aviation 
medicine. Here is how the Interdepartmental Task Force 
describes the problem in its June 1985 report: 


"One of the activities most often deferred, 

limited or omitted in the past has been the 

training of Civil Aviation Medical Examiners. 

These doctors may know little of the aviation 
environment on appointment and there is currently 

no mechanism which might compel them to learn. 

Each Regional Aviation Medical Officer attempts to 
hold seminars and conduct visits, but there is no 
systematic process in any region to ensure that 

the Civil Aviation Medical Examiners - the doctors 
who medically examine aeronautical licence holders 

- are aware of the various stresses and 

requirements inherent in aviation and their 

possible interaction with certain conditions and 
medications. . The International Civil Aviation 
Organization has recently adopted a standard 
curriculum for such training which Canada has not yet 
implemented. However, the Director, Civil Aviation 
Medicine has directed new levels of service to improve 
the frequency and quality of medical examiner training, 
and bring Canada into line with the recommended 
standard." 


As one can see, the medical assessment activity and the CAME 
training activity are complementary means used by CAM 
management in support of TC's licensing activity. Greater 
emphasis placed on training will reduce the requirement in 
medical assessments. 


ASSESSMENT 


Civil Aviation Medicine expends 65% of its total 
person-years in the medical assessment activity, that is, in 
the review of medical examinations conducted by CAME's 
(private? physicians )Re" [tts said thatethis®activityfis? very 
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time consuming because CAME's lack expertise in aviation 
medicine. Our view is that, if CAME's had a set of adequate 
standards by which to examine pilots, air traffic 
controllers, etc., the amount of review in CAM could be 
reduced quite substantially. Moving further in this trend 
of thought, we believe that CAME's should attest to the 
completeness and accuracy of their examinations and to the 
physical competence of the persons whom they examine. If 
this were to occur, the licensing activity would become 
largely a clerical activity recording the results of 
examinations and monitoring the frequency of physicians to 
advise on the few special cases. 


It is our view that the above licensing activity should 
Operate on a cost-recovery basis. 


We have asked ourselves whether Health and Welfare 
Canada was the proper location for the Civil Aviation 
Medicine activity and concluded that relocating it in 
Transport Canada should be seriously considered for the 
following reasons: 


-CAM is not an isolated health program; it is a 
component of an aviation safety program; 

-the CAM medical community interrelates very little 
with other HWC medical communities; 

-all CAM components in Ottawa and in regional 
headquarters are co-located with TC; 

-as CAM iS a Support activity to TC, the latter is ina 
better position to assess its safety requirements 
(part of which are medical) and to ensure 
accountability than is HWC; 

-the arguments used previously to the effect that 
aircraft accident medical investigators should enjoy 
some independence vis-a-vis TC does not hold any more 
with the creation of CASB. 


OPTIONS 


The study team recommends to the Task Force that the 
government consider: 


-directing Civil Aviation Medicine management to ensure 
the presence of appropriate health standards and of a 
menu-driven medical examination form by which private 
physicians can properly assess the physical competency 
of air crew and air traffic controllers; 
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-having Civil Aviation Medical Examiners certify that 
their medical examination reports are complete and 
accurate and attest to the physical competency of the 
individuals examined; 

-increasing licensing fees to totally recover the costs 
incurred in the licensing activity; 

-locating Civil Aviation Medicine with other components 
of the air safety program in Transport Canada; 

-reducing CAM resources in support of the air safety 
program to 15 PY's and $750,000. 
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QUARANTINE AND REGULATORY 

OBJECTIVE 

To prevent entry of diseases into Canada; to ensure 
national support for a prompt, knowledgeable public health 
response enabling the identification, control and 
containment of such diseases; to provide health advice to 
travellers. 
BENEFICIARIES 


All Canadians are protected from the hazards of entry 
of quarantinable communicable disease into Canada. 


Canadians travelling abroad are counselled on matters 
affecting their health. 


AUTHORITY 

The Constitution Acts 1867 to 1982, section 91, 
subsection II, give legislative authority to the Parliament 
of Canada for quarantine matters. 


The Quarantine Act and Regulations. 


RESOURCES ($000's) and (PYs) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 
Salaries 969 584 55m B73 S15 
Other O&M 385 297 Shs T/ 289 289 
Capital 2), 1 = 14 8 
TOTAL 1epe3 OL 882 916 676 670 
Person-years 30 14 10 9 5 


Source: Medical Services Branch, HWC. 
Note Figures for FY 1982/83, 1983/84 and 1984/85 


include some regulatory activities which were not 
part of Quarantine. 
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DESCRIPTION 


The objective of this program is to promote the health 
of Canadians by preventing the importation of infectious or 
contagious diseases into Canada. Through a well established 
intelligence network, including the World Health 
Organization, the United States Centre for Disease Control 
and many other international reporting centres, program 
officials keep informed of which diseases and areas of the 
world are currently suspect. Attention is focused on the 
detection of a limited number of highly infectious and 
dangerous diseases, e.g. cholera, plague and yellow fever. 
The monitoring of the situation around the world helps 
determine what activities should be concentrated on in 
Canada. 


The main activity is quarantine inspections conducted 
by environmental health officers who, for the purposes of 
the Quarantine Act, are called quarantine officers. They 
operate at all major ports of entry (including six 
international seaports and eleven international airports) 
and apply the Quarantine Act and Regulations in accordance 
with Articles laid down by the World Health Organization in 
the International Health Regulations. Their work is 
facilitated through an arrangement with Customs and Excise 
whereby customs officers provide primary inspection and 
health officials usually only become involved where 
documents (e.g. vaccination certificates, ship de-ratting 
certificates) are not valid. The Quarantine Act provides 
quarantine officers with authority to board any conveyance 
(ship, aircraft, train, motor vehicle, etc. transporting 
persons, goods or cargo) to require the production of 
records or other documents, to request the medical 
examination of certain suspected persons and to detain any 
person or conveyance until satisfied that the Quarantine Act 
and Regulations are complied with. Ships are periodically 
inspected to ascertain compliance with international 
sanitary regulations. 


Other activities include information for international 
travellers on immunization requirements and other 
prophylactic measures in the form of pamphlets distributed 
to inquiring travellers, travel agencies and public media. 
This component also controls the designation of yellow fever 
centres in Canada (there are currently 41) and supplies them 
with yellow fever vaccines at a cost of $150,000 per year. 
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EVALUATION 


This program has not been evaluated in the past five 
years. 


OBSERVATIONS 


Resources allocated for quarantine are thinly spread in 
Canada and abroad. Ontario, expends $479,000 or 52% of the 
quarantine budget due to the presence of the headquarters in 
Ottawa, the importance of international air traffic, the 
maintenance of an isolation unit at National Defence Medical 
Centre in Ottawa, and the operation of a health clinic 
providing direct services (travel advice, immunization, 
etc.) to members of Parliament and government employees 
travelling abroad. The Atlantic region spends 23% of the 
budget, due to the number of international airports and 
seaports (Gander, Goose Bay, St. John's, Halifax, Saint 


John, N.B.). The remaining portion is split between 
Quebec (133), British Columbia (4%), Alberta (1%) and 
Overseas (6%). Most environmental health officers who 


conduct the inspection activity and other Medical Services 
Branch (MSB) personnel providing quarantine services are 
also involved in other activities: that is, Public Service 
Health and Indian health services. 


A draft report of an evaluation conducted by HWC on the 
Health Protection Branch's Laboratory Centre for Disease 
Control concludes that “the administration of the Quarantine 
Act is anomalous given Health Protection Branch 
responsibilities for detection/containment of communicable 
diseases and its regional presence" and, therefore, 
recommends "to transfer the responsibility and resources for 
the Quarantine Act from Medical Services Branch to the 
Laboratory Centre for Disease Control. The recommendation 
is based on an observation to the effect that "almost all 
cases of exotic communicable diseases will be noticed ina 
community setting rather than a port-of-entry". Faced with 
an actual occurrence of one such disease case, the report 
says that the diagnosis and treatment of it and the tracing 
of community contacts is more in line with Health Protection 
Branch's mandate than with Medical Services Branch's. Our 
own observation is that current quarantine resources go 
mostly towards preventing the entry of infectious and 
communicable diseases into Canada whereas the above noted 
report discusses the problem of coping with actual entry of 
disease into Canada. 
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ASSESSMENT 


To the extent that there have been no major infectious 
or contagious disease outbreaks in Canada in the recent 
past, the Quarantine Program can be said to be effective. 


There have been major efforts in Medical Services 
Branch since 1978 to make the program more cost-effective, 
including the utilization of customs officers for primary 
line inspection purposes and that of Transport Canada's 
health staff at airports to take over the work which was 
previously done by quarantine nurses. It would seem 
difficult to reduce program resources without compromising 
the effectiveness of the program and Canada's commitment to 
the World Health Organization. 


There is no duplication between this program and other 
federal or provincial programs. 


We agree with the conclusion of the departmental 
evaluation study to the effect that the administration of 
the Quarantine Act relates more closely to the mandate of 
the Health Protection Branch than to that of the Medical 
Services Branch. However, considering the existing method 
of delivery and organization of the Medical Services Branch, 
such transfer could not be effected with full budget 
transfer without impacting negatively on other MSB's 
activities. 


The study team recommends to the Task Force that the 
government consider transferring responsibility for 
quarantine activities from the Medical Services Branch to 
the Health Protection Branch of NHW, given the proposed 
changes resulting from our review of other programs in 
Medical Services Branch, and given the Health Protection 
Branch's mandate in the detection and containment of 
communicable diseases. 
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IMMIGRATION MEDICAL SERVICES 
HEALTH AND WELFARE CANADA 


OBJECTIVE 


To determine and advise on the admissibility, from a 
health standpoint, of prospective immigrants to Canada and 
certain categories of visitors; to make financial provisions 
for the medical care of immigrants and visitors where 
entitlement has been determined by Canada Employment and 
Immigration Commission (CEIC) to be a federal 
responsibility. 


BENEFICIARIES 


CEIC is advised on the health and physical competency 
of prospective immigrants. 


Immigrants, refugees and temporary residents receive 
medical care benefits. 


AUTHORITY 

The Department of National Health and Welfare Act, 
section 5(c), invests the Minister with "the inspection and 
medical care of immigrants". 

The Immigration Act and Regulations. 


Several Orders-in-Council. 


RESOURCES ($000's) and (PYs) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 
Salaries 3,483 3,008 Byo39 800 800 
Other O&M 1,818 1,846 1,990 165 165 
Capital 6 = 8 - - 
TOTAL Sy Sh 7) 4,854 Dy On 965 965 
PErEsSoOn-years Tp 47 50 28 28 


Source: Medical Services Branch, HWC. 
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Note The major difference in budget figures between 
1984/85 and) 198578 6@relates™tomthe transfer jolt y23 
person-years and $3,049,000 to External Affairs. 
Also included in “@ther OsM" sfor 19847e85easean 
amount of about $1,400,000 for emergency medical 
treatment of federally- sponsored refugees which 
HWC has not received authority to spend beyond FY 
1984/85. 


DESCRIPTION 


The Immigration Act requires that prospective 
immigrants and other categories of persons who enter Canada 
(i.-e. immigrants and certain categories of workers, visitors 
and students) must pass a medical examination. Most 
examinations are conducted in the country of origin by 
physicians designated by program medical officials. 
Immigration Medical Services (IMS) staff review the 
examination reports and assess whether an immigrant's 
condition poses a danger to Canadian public health; an 
excessive demand on health or social services; or a risk of 
not being able to support themselves. Some 144,000 medical 
reports were assessed in 1984/85; this constitutes the most 
important ackivityVol IMSsan Ingaddi tion; IMsSmadvases 
Immigration Canada on regulations as they apply to health 
related requirements for entry; maintains a roster of 
designated medical practitioners; makes arrangements, where 
necessary, for the medical care and hospitalization of 
newly-arrived immigrants; pays for non-insured health 
services for persons identified by CEIC as eligible for 
assistance; and provides advice and assistance to CEIC for 
special projects, such as refugee projects. 


The assessment activity is carried out ona 
decentralized basis: the Quebec region of Medical Services 
Branch processes medical examination reports for people who 
are already in the province (e.g. foreign students) and 
liaises with the provincial government which is closely 
involved in immigration issues; other applicants in Canada 
and in the United States are usually processed by 
headquarters in Ottawa; all medical assessments for persons 
examined outside Canada or the U.S. are processed in 
14 posts abroad by physicians whose positions were recently 
transferred to External Affairs (see above note). The 
day-to-day advice to CEIC and provision of non-insured 
benefits are carried out mostly in regional offices of 
Medical Services Branch. The ratio of physicians to 
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clerical and other support staff working in IMS is about one 
1c). Amare 


The 23 physicians whose positions were transferred to 
External Affairs operate from 14 different cities, some of 
the larger ones having up to three or four doctors. Offices 
are located in Port-of-Spain (Trinidad), Mexico City, 
Kingston (Jamaica), Paris, London, Bonn, Rome, Athens, New 
Delhi, Abidjan (Ivory Coast), Nairobi, Singapore, Manila and 
Hong Kong. In addition to Immigration Medical Services, 
these physicians also provide an occupational health service 
to Canadians serving in embassies. 


EVALUATION 


This program has been reviewed by the Regulatory and by 
the Citizenship, Labour and Immigration study group 
reporting to the Task Force on Program Review. 


OBSERVATIONS 


IMS is a component of a regulatory program aimed at 
preventing the entry of communicable diseases into Canada. 
It also evaluates the financial burden which the entry of an 
immigrant may cause on the Canadian health and social 
services system. It is also partly a social benefit program 
in that non-insured services for eligible persons in Canada 
BEowpaLd fLoneby sthemprogrnam. seetThestotalflcost ofsthe program 
for 1985/86, taking into account the resources transferred 
to External Affairs for administrative purposes and the cost 
of uninsured health services paid to various classes of 
immigrants, will exceed $5.5 million. Our review of the 
program extends to the total program costs. 


The majority of immigrants sponsored by the federal 
government are healthy individuals who are expected to 
contribute to the economic life of Canada. However, 
political instability and violence in a number of countries 
around the world have become an important contributor to the 
number of people who have come to Canada. Of the total 
planned intake of 90,000 immigrants for 1985, it is 
estimated that the federal government will sponsor 15,000 
refugees and accept another 7,000 for humanitarian reasons. 
The cost of uninsured medical and dental treatment is much 
higher for individuals falling into the latter categories 
than it is for the "regular" immigrants. The estimate of 
$1.8 million provided by MSB for 1985/86 may not be high 
enough if we give credence to representations made by some 
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provincial government representatives who state that they 
have to absorb costs which are properly the federal 
government's responsibility. 


ASSESSMENT 


The medical assessment activity conducted by External 
Affairs physicians working abroad and by IMS staff working 
in Canada is partly duplicating the work of private foreign 
and Canadian physicians. However, removing the medical 
examination requirement from the admission process or 
rejecting persons who enter Canada as immigrants, visitors 
or temporary workers, or leaving the medical control to 
private physicians alone would be relinquishing an important 
element of entry criteria which are the prerogative of the 
federal government. For this reason, we believe that the 
medical assessment activity should be maintained. 


Immigration Medical Services is not a stand alone 
health program but a function within a regulatory program. 


Refugee operations have often created special and 
unforeseen workloads for which resources had not been 
authorized. In the process of getting these additional 
resources authorized, HWC and CEIC have often gone to 
Treasury Board separately. It would seem logical that CEIC, 
as the lead department in immigration matters, should be 
responsible for coordinating the total immigration 
requirements, including those relating to medical aspects. 


Since immigration is a federal responsibility and since 
the entry of non-Canadians to Canada is controlled by the 
federal government, the financial responsibility for health 
benefits should continue to be assumed by the federal 
government until such time as these people, whether they 
entered Canada legally or illegally, acquire landed 
immigrant status. 


OPTIONS 
Transfer the Immigration Medical Services function from 
National Health and Welfare to Canada Employment and 


Immigration Commission. 


Status quo. 
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The study team recommends to the Task Force that the 
government consider transfering Immigration Medical Services 
from Health and Welfare Canada to Canada Employment and 
Immigration Commission and integrating it with other aspects 
of the immigration program, in order that all services and 
activities relating to immigrants have a single focal point 
in the federal government. The Department of National 
Health and Welfare Act should be modified accordingly. 
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PUBLIC SERVICE HEALTH 
HEALTH AND WELFARE CANADA 


OBJECTIVE 


To promote and conserve the health of public servants 


and other government employees via a comprehensive 
occupational health service available to all employees on 
the basis of need. 


BENEFICIARIES 


All federal government departments are advised on 
occupational health matters impacting on their employees. 


Federal public servants are counselled on matters 
affecting their health. 


AUTHORITY 


The Department of National Health and Welfare Act, 
section 5(e) specifically invests the Minister with: "the 
promotion and conservation of the health of the civil 
servants and other government employees". 


Treasury Board Occupational Health Policy (TB 698074 of 
June: L277 olor Sr. 
RESOURCES 
Public Service Health ($000's) and (P-Ys) 

82/83 83/84 84/85 85/86 86/87 

Expenditure Actual Actual Actual Estimate Projected 
Salaries 7 Ove: OF oleae lll 0 S4se. 155 355 Wein Weis 
Other O&M Mp eieks) by SNes74 Psp eave) Zeon 2,440 
Capital . 339 376 998 038 he TS 
TOTAL 9,348 2 Loe 4 ooo, 6 LO 19,611 
Person-years 203 250% 283 BAX 393% 
Source: Medical Services Branch, HWC 
= Public Service Health (PSH) is one of four components 


in Medical Services Branch's (MSB) Health Assessment 
and Advisory Services program, the administration of 
which, including 27 person-years, is accounted for 
under the PSH component. 
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DESCRIPTION 


The purpose of this activity is to promote occupational 
health and safety and provide health services designed to 
ensure the health and well-being of all federal employees, 
regardless of location, and to minimize the incidence of 
work-related illness. Medical examinations, employee 
counselling and emergency treatment are provided in 88 
facilities across Canada. Environmental surveillance and 
advisory services to management are also provided. 


The major outputs of the Public Service Health program 
per year can be summarized as follows: 


- 225,000 employee visits to PSH facilities; 
- 39,000 pre-employment and periodic medical 
examination, that is: 
- 25,000 conducted by program nurses and assessed by 
program physicians; 
- 7,000 conducted by private physicians and assessed 
by program physicians; 
- 7,000 conducted by program physicians; 
- 30,000 emergency and first-aid treatments; 
- 50,000 X-ray and laboratory tests; 
- 7,000 injections; 
- 450 safety inspections of workplaces by environmental 
health officers; 
- 3,000 counselling sessions re: alcohol, drug, mental 
health, work placement; and 
- 5,000 consultations re: work related health problems. 


The above services are provided by a staff of 315, the 
composition of which is as follows: 28 physicians, 151 
occupational health nurses, 39 environmental health 
officers, 12 employee assistance coordinators and 85 
administrative and technical personnel. The staff 
complement is increasing but has not reached the 374 
person-years allocated for 1985/86. 


A geographical breakdown of the federal public service 
clientele is provided below, along with person-years and 
expenditure for the Public Service Health program in 
1984/85. 
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No.of Fed.Pub. No. of Total ($000's) 


Fiscal Year 1984/85 Servants P-Ys Expenditure 
Ottawa Headquarters = 34 20a, 
Ntl.Capital Region 99 B37 106 4,519 
Overseas Region 137 09% 4 764 
Atlantic Region IS) PAE 39 8 85 
Quebec (excl. NCR) 26nnZ45 38 ike Sy3i 
Ontarios(excl.NCR)) neat 0:0 21 17295 
Manitoba On 134 8 423 
Saskatchewan Soe 4 228 
Alberta 13,028 13 631 
British Columbia 20,400 19 854 
Yukon 955 2 69 
NWT 1,506 - 7 
TOTAL 222 od 283 14,919 


Source: Medical Services Branch, HWC. 


- 1,709 does not include dependants 
Fa 29,261 includes 14,338 in N.S., 7,441 in N.B., 
5, 440) 1nsNG@ldrwande2;,042m1n Po Ek. 


EVALUATIONS 


There has been no program evaluation during the past 
five years. The program has been reviewed by this Task 
Force's Citizenship, Labour and Immigration study group. 


OBSERVATIONS 


In December 1983, Health and Welfare Canada made a 
submission to Treasury Board requesting over a four-year 
period from 1983/84 to 1986/87, an additional $10,655,000 
and 218 person-years over and above the $9,622,000 and 189 
person-years provided for in the Estimates for 1983/84. The 
request for the increased resources was based on the 
following reasons: 


a relative decline of PSH resources in the period 1974 
to 1983 to carry out its increasing responsibilities; 


increased awareness on the part of employees and their 
bargaining agents of workplace conditions that may 
affect their health; 


decentralization of departments; 
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workloads resulting from the institution of the 
Employee Assistance Program (a program designed to help 
employees whose performance has deteriorated due to 
problems such as alcohol, drug abuse, etc.); 


problems in federal government laboratories; and 
concerns with health hazards in office buildings, 
technological change and the advent of office 


automation. 


Treasury Board Ministers approved the following 
increases: 


1984/85 $4,546,000 ajoh (ek oes} 
1985/86 $6,220,000 P25eP—Yo 
1986/87 $7,034,000 147 P-Ys 


These additional resources were authorized to allow the 
occupational health program to be operated in accordance 
with Treasury Board's standards and requirements specified 
in its Occupational Health Policy (TB 698074 of June 12, 
1970) and subsequent policies, standards and procedures. 
They had no direct relationship with collective bargaining 
in the public sector. 


The additional resources seem to have been allocated 
fairly evenly between all regions of Canada except the 
National Capital Region which was allocated a lesser 
increase. Viewed from the manpower perspective, the number 
of employee assistance program coordinators tripled to 12, 
environmental health officers doubled to 40, occupational 
health nurses increased by 60 to 150, while the number of 
physicians remained about constant at 28 to 30, and 
technical and support staff went from about 55 to 85. 


Based on 1985/86 budget allotments, the cost of the PSH 
program amounts to an annual expenditure of about $85 per 
employee, which is incurred by the federal government as the 
employer. The ratio of person-years to number of federal 
public servants is 1:588. In the United States, the ratio 
i See DOU te elt /50 


The demand for the PSH services fall into two 
categories: treatment services for which the demand is 
relatively high and prevention services where the demand is 
low. There is one important exception to the latter 
category in that, more and more, public service managers 


WE) 


request the services of environmental health officers (EHO) 
to inspect federal government facilities in response to 
reported unsafe working conditions. Managers generally 
comment quite positively on the work of EHO's and seem to 
know how to use their services. On the other hand, the work 
of occupational health nurses and physicians, other than for 
emergency treatment, first aid and like services, is not 
well appreciated by managers. 


ASSESSMENT 


There is very little objective effectiveness data which 
can assist a program review such as this. In fact, the 
major increase in resources authorized by Treasury Board a 
couple of years ago was not preceded by a thorough program 
evaluation exercise. 


Since PSH is an occupational health program the purpose 
of which is mainly the prevention of work-related illness, 
it is the view of the study team that the program needs a 
major refocusing of its major thrusts and organization. In 
regard to program content and activities, it is our view 
that most activities related to treatment, pre-employment 
and periodic medical examinations,and the associated 
laboratory and x-ray tests could be carried out by private 
physicians and through existing community resources. As for 
the provision of first aid, the existing number of persons 
trained and of first aid stations established within 
departmental operations but outside the PSH program should, 
if properly deployed, be sufficient to meet current and 
future demand. 


From the existing mix of PSH services and the demand 
made on them, we conclude that the understanding by public 
service managers about the purposes and benefits of a good 
occupational health program is low. This possibly applies 
to some of the staff providing occupational health (0.H.) 
services as well. Some resources should be allocated to a 
better definition of the program, to management awareness 
sessions (what the program can do for managers and employ- 
ees, when outside government resources should be used, etc.) 
and for PSH staff awareness training. 

Tf iteis to become moreveffective, accountability” for 
the results of the PSH program needs to be better defined 
between Treasury Board, who sets the standards, PSH manage- 
ment, who provide the occupational health services, and 
departmental management, who are responsible for overall 
operational results, resource management and staff pro- 
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ductivity. Finally, it is the opinion of the study team 
that both departmental managers and PSH managers should 
actively participate in the development of O.H. standards 
with Treasury Board acting as the employer and performance 
evaluator. 


The current deployment of PSH units is designed to 
make services available to individual employees; this 
delivery model tends to accentuate the provision of 
treatment services and the demand for services by 
individuals which could be obtained in the community. 


We are concerned by the magnitude of cost increases in 
this program. 


OPTIONS 


In light of the rapid increase in costs, the technical 
complexities of the subject matter and the potential impact 
on public service collective agreements, it is not possible 
to make specific recommendations on this program. However, 
we suggest that tenders be called on consulting firms with 
demonstrated experience and expertise in human resource 
management, and in particular the areas of employee and 
occupational health, to make recommendations regarding: 


-appropriate objectives for the Public Service Health 
function; 

-the appropriate organizational placement and structure 
of the current Public Service Health function; 

-the level of resources which should reasonably be 
allocated to Public Service Health; 

-appropriate organizational linkages and relationships 
between the Public Service Health function and other 
areas of the federal government; 

-such other matters as may in the selected consultants 
judgment need to be addressed such as contracting out 
of components of the public service health function. 


The resources for this program should not be increased 
for 1986/87 pending the results of the study of appropriate 
objectives for a public health program. 


¢ 
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EMERGENCY SERVICES 
HEALTH AND WELFARE CANADA 


OBJECTIVE 


In collaboration with other levels of government, to 
ensure the provision of health and welfare services under 
national emergency conditions. 


BENEFICIARIES 


The intended ultimate beneficiaries are the victims of 
potential peacetime and wartime disasters, that is, 
individuals and organizations, who would be provided with 
the health and welfare services and supplies required under 
emergency conditions. 


The more immediate beneficiaries are: 


Provinces and, through provinces, municipalities who 
are assisted in planning, organizing and operating 
services to meet the health and welfare needs of people 
in the event of such disasters. 


Individuals who have received the Emergency Training 
Course. 


Federal public servants who have enrolled in the First 
Aid Training Program. 


AUTHORITY 

Order-in-Council 1305 (1981) assigned to the Minister 
of Health and Welfare Canada the responsibility for the 
establishment and operations of a National Emergency Agency 
for Health and Welfare (NEAHW). 


RESOURCES ($000s) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 

Expenditure Actual Actual Actual Estimate Projected 
Operating 

Expenditure 2,049 2,290 2,374 27343 2,343 
Capital 

Expenditure 10 42 44 18 12 
TOTAL 2,059 2a 32 2,418 2,361 23D 5 
Person-years Sai 29 31 30 30 
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DESCRIPTION 


The Emergency Services program administered by the 
Medical Services Branch of Health and Welfare Canada (HWC) 
is part of an emergency planning network set up through the 
Emergency Planning Order (P.C. 1981-1305) of May 21, 1981. 
In this Order, a number of federal ministers are identified 
and national emergency agencies are established with 
specific responsibilities. One of them is the National 
Emergency Agency for Health and Welfare Services with 
powers, duties and functions as follows: 


Provide assistance and advice to provincial and 
municipal governments and to any agency in respect of 
the operation of emergency health and welfare services. 


Coordinate and ensure the provision of emergency 
medical, nursing, hospital and public health services. 


Coordinate and ensure the provision of those emergency 
welfare services consisting of emergency feeding, 
clothing, lodging, registration and inquiry, and 
personal services. 


Establish and advise the national emergency agencies 
and departments in respect of health standards for 
food, water, drugs and pharmaceuticals and exposure to 
hazardous environments (radiological, chemical or 

LOX Chis 


Maintain and allocate medical and health supplies and 
welfare kits from national stockpiles, and requisition 
and procure additional supplies as required. 


Control and allocate medical professional manpower, 
other than members of the Canadian Forces, and welfare 
personnel’ resources. 


Ensure the delivery of essential social security and 
welfare payments and benefits. 


Determine or estimate the extent of traumatic or 
radiation injuries and establish priorities for 
treatment. 


Determine the extent of damage to medical installations 


and the health and welfare services infrastructure, and 
determine priorities for repair or replacement. 
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Direct or coordinate the implementation of mutual 
transborder arrangements for medical and welfare 
assistance between Canada and the United States. 


The overall coordinating federal agency is Emergency 
Planning Canada whose Executive Director reports to the 
Deputy Minister of National Defence. Policy direction is 
provided by Privy Council Office. HWC has a representative 
on an Interdepartmental Emergency Planning Committee who 
advises on emergency health and social services matters. 


Emergency Services is involved in four main activities, 
thateds. 


Planning, consultation and advice with a view to ensure 
that plans are prepared for provinces to provide 
essential health and social services in a national 
emergency or disaster. 


Courses for health and social services personnel to 
meet the requirements of the provincial emergency 
services programs. 


Training programs so that federal government 
departments in the National Capital Region meet the 
first aid training requirements as set out in Treasury 
Board standards. 


Emergency stockpile maintenance so that medical and 
health supplies and welfare kits are available to allow 
for a minimum period of seven days' operation on a 
self-sustaining basis in a major national emergency. 


Almost half the program's operating budget (dollar and 
person-years) is expended on the last activity, that is, the 
stockpile operation; the other half goes into developing and 
updating national plans, advising the provinces and 
providing training services through a staff divided about 
equally between professionals forming a multidisciplinary 
team and administrative support staff. Professionals 
represent the fields of medicine, pharmacy, nursing, social 
work, home economics and education. 


A wide range of drugs, medical and welfare supplies and 
equipment are stockpiled at various depots and sites 
throughout Canada. The current market value of these stores 
is evaluated at $47,039,368. Products which have an expiry 
date are rotated in and out of the depot through an 


178 


arrangement with suppliers; the purpose of the rotation, 
which is done at a small fraction of the cost of 
replenishment ($500,000 per year) is to ensure the freshness 
Of drugs and other products at all times. 


Emergency training is provided mostly at the Canadian 
Emergency Preparedness College in Arnprior, Ontario. 
Training assistance is provided on health, social services 
and special care facilities planning both as part of broader 
courses sponsored by Emergency Planning Canada and as stand 
alone emergency health courses provided to health and social 
services personnel. In addition to the above courses 
conducted in Arnprior, Emergency Services staff have 
participated in casualty simulation training programs and 
casualty simulation exercises conducted by the provinces and 
have acted as members of critique teams for such simulation 
exercises conducted within the provinces. Lectures have 
also been provided on request to groups such as St. John 
Ambulance, various associations of health professionals, as 
well as nationak and international health organizations 
Gecq -.Worid Health Organization). 


EVALUATIONS 
None in the past five years. 
OBSERVATIONS 


The rationale for the stockpiling activity goes back to 
the Second World War. Stockpiling, as part of wartime 
planning, was started to provide a capability of augmenting 
hospital beds and equipment and the caring for injured 
people. The use of stockpiled supplies and equipment for 
peacetime emergencies is more recent. The following are 
examples of Emergency Services participation in response to 
disasters which have occurred in Canada in the past ten 
years. In each instance, either health or emergency social 
services supplies or equipment or consulting services were 
provided to assist in post-disaster relief. 


Port Alice, B.C. - mud slide/flood 


Saint Boniface, Manitoba - hurricane 

Niagara, Ontario - blizzard 

Moose Jaw, Saskatchewan - fire 

Sydney, Nova Scotia - emergency blood services supplies 
Paul atukjOncwWats —“alrccerash 

Toronto International Airport - air crash 

London and area, Ontario - tornado 
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Mississauga, Ontario - train derailment 
Aylmer and Buckingham, Quebec - Nursing Home and 
Hospital Fires 


Chapais, Quebec - Fire 

Barrie, Ontario - tornado 

Northern Ontario - forest fire evacuation 
Manitoba -— forest fire evacuation 


In addition, Emergency Services of Health and Welfare 
was requested through External Affairs and the Canadian 
International Development Agency (CIDA), International 
Humanitarian Assistance, to provide medical supplies and 
equipment for the Guatemala earthquake, Ethiopia and the 
Sudan drought and the Mexico earthquake. 


The demand for Emergency Services courses and other 
forms of assistance has increased at a fast and steady pace 
over the past few years and does not seem to have abated 
yet. Following are statistics on the number of students to 
whom presentations were made as part of the Emergency Canada 
Courses (type 1),-to students participating in other courses 
(except First Aid) given by Emergency Services (type 2), to 
First Aid Training Course participants (type 3), and in 
training assistance provided to the provinces and 
territories for sessions of one to five days’ duration 
(type 4). 


Number of Students Instructed by Emergency Services 


81/82 82/83 83/84 84/85 
Type 1 N/A 328 382 448 
Ty pew 2 243 460 532 603 
Ly. pems Pno29 2,063 ZnO Pie, Shell’) 
Type 4 200 shes! 642 938 
2,142 3,244 BnOLG 4,379 


Source: Medical Services Branch, HWC. 


These training services are provided free of charge to 
the users, that is, federal, provincial and municipal 
governments and private or semi-public organizations. 


There are 14 employees working at the Emergency 
Services Depot in Ottawa; however, two person-years are used 
to provide a service which does not properly belong there, 
that is, a publications storage and distribution 
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service to Medical Services and other branches of HWC. 
Salaries and operating costs for this service are included 
in the resources figures identified earlier. 


ASSESSMENT 


In our review of the health and welfare aspects of the 
Emergency Planning Order, the following factors were taken 
into consideration: 


The provision of emergency health and welfare services 
1s, in the main, a provincial responsibility; 
provinces, even local communities, are increasingly 
better organized to cope with the consequences of 
peacetime disasters and other emergencies. 


The use of supplies and equipment maintained by HWC has 
so far been restricted to local emergencies. 


Considering, the means of transportation in existence 
today, emergency supplies can be moved across the 
country in a matter of hours. 


The increase in the number of health and safety hazards 
and accidents may result in an increasing demand for 
emergency health and welfare services and supplies. 


The federal government has a responsibility to plan for 
potential national disasters or other peacetime 
emergencies, to assist provinces in coping with such 
emergencies within their boundaries and, as a member of 
the international community, to provide relief to other 
countries requiring help. 


Current expenditure for health and welfare emergency 
services fall into three categories: stockpiling, planning 
and training. As regards stockpiling, it is our view that 
the requirement for the federal government to keep so many 
Supplies in so many places no longer exists. Two or three 
depots strategically located in Canada would seem to be 
sufficient for the federal government to discharge its 
responsibilities. Supplies and equipment surplus to 
requirements could be offered to provincial governments for 
their own use and as a back-up capability, or to Third World 
countries who have the capability to make use of them. As 
for remaining depots, the Department of National Defence, 
considering its peacetime as well as wartime roles, would 
seem to be well equipped to operate them and make use of 
them in emergency situations. 
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The Emergency Planning function per se is not being 
questioned, inasmuch as what is done in HWC's Emergency 
Services is part and parcel of and is being coordinated with 
other federal governments and agencies through Emergency 
Planning Canada. 


The Study Team sees the provision of training as a 
complement to the advisory role performed by Emergency 
Services. However, the costs of training should be shared 
among users, in our view. Charging a fee for training might 
curb the demands placed on the Emergency Services program; 
in the absence of a better effectiveness measure, tuition 
fees would be one way of measuring the real interest of 
organizations who are sending representatives on these 
courses. 


Our Study Team questions whether there is still a need 
to train more federal public servants in First Aid at a rate 
of more than 2,000 per year. Emergency Services alone has 
trained 10,694 of them in the past six years, not counting 
federal employees who have received training from other 
Sources such as the St. John Ambulance. It is our view that 
Treasury Board should assess whether the required numbers 
have been met and should have any future requirements met 
through non-government organizations which are already 
involved in this field. Relieving Emergency Services of 
this activity would have the additional advantage of 
permitting the program to concentrate more time on their 
basic planningsroles 


OPTIONS 
Stockpiles 
-Reduction 
-Elimination 
-Status quo 
Emergency Training Course 
-Operate on cost-recovery basis (users pay) 
-Stop providing training 
-Contract out training 
-Status quo 
First Aid Courses 
-Have courses provided by non-government organizations 


-Operate on cost-recovery basis (users pay) 
-Status quo 
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In light of the fact that there has been minimal use of 
health and welfare emergency stockpiles and that provinces 
are responsible for the provision of health and welfare 
services within their boundaries, the study team recommends 
to the Task Force that the government considers the 
following: 


-reducing the number of federal emergency supply depots 
for health and welfare items to a maximum of three, 
strategically located in Canada, and transfer to the 
Department of National Defence the operation and 
maintenance of these depots; 

-disposing of supplies which are surplus to 
requirements by offering them to the provincial 
governments free of charge for use in their hospitals 
or, failing that, offering them to developing 
countries; 

-offering emergency training courses on a cost-recovery 
basis; 

-offering First Aid training courses by non-government 
organizations, e.g., St. John's Ambulance, Red Cross, 
GL Cr 
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VALUE OF STORES ON DISTRIBUTION 


REGIONAL SUPPLY DEPOTS - (DND MANNED) 


Chilliwack =» Bi Ch 
Calgary - Alta. 
Shilo - Man. 
Borden - Ont. 
Petawawa - Ont. 
Valcartier - Que. 
Debert - N.S. 
Sub Total 


MEDICAL SUPPLY DEPOTS - 


Cambridge — Ont. 

Shawinigan - Que. 

Nanaimo eB eG 
Sub Total 


EHS 


$ 1,491,321. 
1,972,826. 
1,845,034. 
3,774,699. 
3,683,185. 
a2, O02. 
3,311,898. 


$19, 297,924. 


$2,205,010. 
3,005,020. 
377,156. 


$6,387,224. 


$19,297,924. 


$6,387,224. 


PROVINCES & TERRITORIES (approx. 300 pre-positioned sites) 


British Columbia 
Alberta 

Saskatchewan 
Manitoba 

Ontario 

Quebec 

New Brunswick 

Nova Scotia 

Prince Edward Island 
Newfoundland 
Northwest Territories 
Yukon Territory 


Sub Total 
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SIS Oiore uo Lee 
PA tae SSNS i 
1,085,051. 

TUS PAIS 74 
3,547,972. 
2097 73119 

453,142. 

894,998. 

151,454. 

SMS ILS Tf 5 

111,405. 

24,819. 


S1575297098% 


SiS 29, Do. 


VALUE OF WELFARE FORMS IN PROVINCES 


BLOOD BAGS 

- In Provinces S927 972. 
- In Depots (ES) 257030. 
- In Depots (Red Cross) 240,166. 


Sub Total $358,168. $358,168. 


OTTAWA DEPOT 
Value of stores remaining - 
including training, warehouse 


supplies and materiel handling 
equipment. Sp Is peek sha Sys) 5 Like) Ghillie 


TOTAL $47,039, 368. 
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PROSTHETIC SERVICES 
HEALTH AND WELFARE CANADA 


OBJECTIVE 


To provide prosthetic and orthotic services to disabled 
veterans and other persons in need. 


BENEFICIARIES 


Six thousand eight hundred and fifty-eight (6,858) 
disabled individuals in five provinces (New Brunswick, 
Quebec, Ontario, Manitoba and British Columbia) have 
received fitting and repairs services in six prosthetic 
centres in 1984/85. 


AUTHORITY 
Order-in-Council PC 1965-218 on the transfer of 
prosthetic services from the Department of Veterans Affairs 


to the Department of Health and Welfare Canada (HWC). 


Cabinet Decision 132-77 on the negotiated transfer of 
prosthetic services centres to other jurisdictions. 


RESOURCES ($000's) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Actual Actual Actual Estimate Projected* 

Operating 

Expenditure 37495 Daa 2p 3 kel 27673 27673 
Capital 

Expenditure 48 61 48 28 24 
Grants and 

Contributions 17995 225 - - - 
TOTAL 

Expenditure sir systs: 277003 2}, 395 2,696 26097 
Person-years 78 59 58 62 62 
Revenue 9 Sa LZ ho Leese yssa0 700 
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DESCRIPTION 


The Prosthetic Services Program is involved in the 
provision, fitting and repair of custom-made medically 
prescribed prosthetic and orthotic appliances, devices and 
orthopaedic footwear to physically handicapped veterans — 
and other Canadians when authorized by an agreement with the 
provinces. The program is run by the Medical Services 
Branch of the Department of Health and Welfare Canada. It 
operates six prosthetic centres in Canada where devices are 
fitted and repairs are done. 


The breakdown of beneficiaries by provinces and the 
location of centres which were still under Medical Services 
Branch control on Aprils, )1Se>a.is-as LoOllows= 


No. of Location of 
Province Beneficiaries Centres 
New Brunswick 792 St. John's 
Quebec 600 Montreal 
Ontario 915 London 
Manitoba 1,643 Winnipeg 
British Columbia 2,908 Vancouver & 

Victoria 

TOTAL 6,858 


The Prosthetic Services Program started after the 
Second World War mainly to provide services to war 
amputees. Forty years later, private suppliers are 
operating in a number of major urban centres and technology 
has progressed rapidly in the field of prosthetics. The 
federal government in 1977, approved a policy permitting 
bilateral negotiations with the provinces to transfer 
prosthetic centres to suitable institutions operating within 
the provincial public sector and to create a federal 
consulting ‘and information centre once all the centres are 
transferred. Negotiations to date have resulted in the 
transfer of six facilities located in Halifax, Ottawa, 
Toronto, Regina, Calgary and Edmonton. The transfer of the 
London, Ontario Centre to Parkwood Hospital should be 
completed by January 15, 1986. 


EVALUATIONS 


There has been no formal program evaluation of 
Prosthetic Services in the last five years. 
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OBSERVATIONS 


Comparative data between the various prosthetic centres 
show significant differences in the number of beneficiaries 
per person-year and in the gross cost (i.e., not accounting 
for revenues) per beneficiary: 


Gross 

Total No. of Cost 

No. of Operating Benefi- Per 
Bene fi- Costs Total ciaries Benefi- 
Facilities Ciaries ($000's) P-Ys Per P-Ys_ ciary 
St. Johns, N.B. 792 7s An 4. 180 $218 
Montreal 600 253 74:0 86 $422 
London, Ont. 915 283 Wee 124 $309 
Winnipeg 1,643 501 ise 129 $205 

Vancouver & 

Victoria 2,908 846 iss iRSyy/ $291 
TOTAL -— Field 6,858 2,056 502.0 eS, $300 
Ottawa HQ - 309 8.0 = ~ 
TOTAL-—Program 6,858 27305 58.0 118 $345 


Today the prosthetics centres serve less than 10% of 
the total Canadian market; federal government clients 
(Veterans Affairs, Royal Canadian Mounted Police and 
National Defence) together represent 47% of their total 
clientele. 


Plant and equipment is described as “approaching 
obsolescence". Very little capital has been invested since 
1977 while technology has been changing at a fast pace. 


The most significant barrier to the successful transfer 
of facilities is probably their lack of profitability. In 
1977, revenue generated from the program represented two- 
thirds of expenditure; during the last three fiscal years it 
represented only from 35% to 48% of program costs. 
Contributions made to effect past transfers have generally 
been five times the amount of the annual deficit of the 
centre. 
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Alternative prosthetic services are available in all 
cities where HWC prosthetic centres are located with one 
exception, that is, Saint John, N.B. In this latter case, 
prosthetic services are provided in Fredericton. 


Due to delays in transferring the remaining centres to 
provincial agencies (because of high operational deficits) 
the department is looking at the possibility of closing the 
centres where services are available from the private 
SECULOL. 


Terms of reference have been developed for a National 
Consulting Service in Prosthetics and Orthotics which would 
continue to operate following the transfer of the remaining 
federally operated prosthetic establishments, the purpose of 
which would be to provide national leadership and support 
for the development of efficient and effective prosthetic 
and orthotic services throughout Canada. 


ASSESSMENT 


It is the view of the study team that the Prosthetic 
Services Program has now outlived the purpose for which it 
was established. 


To the extent that the program is not operating on a 
full cost-recovery basis, it can be said that it is compet- 
ing unfairly with private suppliers of the same devices and 
services. 


The role of a National Consulting Service in 
Prosthetics and Orthotics is no longer warranted, in our 
view. 


There are growing inefficiencies in the program as 
prosthetic centres are being transferred; the longer the 
transfer process, the more difficult it will be to effect 
them and the more costly these transfers may be to the 
federal government. 

OPTIONS 


Terminate the Prosthetic Services program effective 
April 1, 1986. 


Status quo. 
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The study team recommends to the Task Force that the 
government consider having the Minister of National Health 
and Welfare notify the provincial governments concerned that 
federal Prosthetic Centres which have not been transferred 


to provincial agencies by April 1, 1986 will terminate their 
operations immediately. 


No resources should be allotted to this program beyond 
fiscal year 1985-86 except those necessary to give effect to 
the above recommendations, including transfer contributions. 
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HEALTH STATISTICS AND DATA 


Overview 


Programs 


The family of programs concerned with health 
data statistical includes: 


Health Status - SC 113 
Health Care - SC 117 
Information Systems —- PPI 


Health Status and Health Care are programs located in 
the Health Division of Statistics Canada. Information 
Systems is a program located in the Policy, Planning and 
Information Branch of the Department of Health and Welfare 
Canada (HWC). 


A description of the programs follows. Assessment of 
the programs and options are presented for the three 
programs together. 


Observations 


The collection of health data by three programs (two 
located in Statistics Canada and one in Health and Welfare 
Canada) would appear to contribute to a number of problems. 
With data bases divided between departments, the possibility 
of duplication and lack of linkage between data bases 


increases. With no clear leader, the setting of 
priorities, coordination, implementation of decisions and 
new initiatives are hampered. As well, statistics are 


produced by a number of departments and this creates 
confusion for clients seeking data. 


There also appears to be problems with the supply of 
basic data and the relevance of statistics which are 
produced. 


The provinces supply the basic data to Statistics 
Canada and Health and Welfare Canada. However, it would 
appear that the resultant statistics are not very relevant 
to them and are not much used by them. Partly, this stems 
from the differing orientations of the two levels of 
government. Statistics Canada and Health and Welfare 
collect national, "macro" statistics. The provinces are 
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increasingly interested in ongoing management and 
administrative issues and are developing their own data 
collection systems. If the data being produced by the 
federal government is not being used by the provinces, who 
were intended to be one of the main beneficiaries of the 
service, the usefulness of collecting the data must be 
raised. 


Most of the provinces want national statistics but 
appear to be interested in the federal government collecting 
a different type of data. One example might be health 
status data collected through household surveys. 


As the provinces continue to set up their own data 
bases, the data they generate themselves and that which they 
supply to the federal government will not necessarily be 
consistent across provinces unless standards are agreed to. 
The ability to compare statistics between provinces and to 
produce national statistics would diminish. 


Since provinces do not find the current federal 
statistics very useful, they have little incentive to supply 
accurate and timely data. This compounds the difficulty at 
the federal level” of producingw useful statistics... le athe 
data that the federal government is able to produce is not 
comparable across Canada and is not timely, the usefulness 
of collecting and distributing it must be questioned. It 
becomes then mainly a service for research workers. 


The concept of a Health Statistics Centre, along the 
lines of the Canadian Centre for Justice Statistics, has 
been gaining increasing attention by both HWC and Statistics 
Canada. Some of the issues which need to be addressed 
include scarce resources, dependence upon provincial systems 
for data (when within these provincial systems, national 
requirements are receiving reduced attention), and the 
tendency to maintain data bases with inadequate resources 
and consequently produce minimally acceptable results. It 
should be noted that such a centre would not replace the 
need for provincial systems, and that provinces would need 
to be involved in any discussions relating to changes in the 
federal health statistics system. Such a centre might 
provide the leadership that is perceived to be needed in the 
collection of national health statistics as well as provide 
a forum for the reconciliation of the needs of HWC, the 
provinces, and other clientele of Statistics Canada. 
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Options 
Options to address the first point include: 


-Consolidate the collection of health data in 
either Statistics Canada or Health and Welfare 
Canada. Statistics Canada has the formal mandate 
for the collection of health statistics and likely 
has the better infrastructure for data 
collection. On the other hand, they must serve a 
multiplicity of clientele with diverse and 
competing needs and may not be as sensitive and 
responsive to immediate and specific needs as 
Health and Welfare Canada. 


-Establish a Health Statistics Centre, along the 
lines of the Canadian Centre for Justice 
Statistics, which would have the responsibility 
for the collection of health data. The Centre 
would address issues such as scare resources, 
dependence upon provincial systems for data, data 
base overlap and quality and usefulness of data. 
The Centre would need the cooperation of provin- 
cial systems, because the basic data come from the 
provincial system. Such a centre might provide 
the leadership which is needed in the collection 
of national health statistics, as well as provide 
a forum for the reconciliation of the needs of 
HWC, the provinces, and other clientele of 
Statistics Canada. If the Centre does not, or is 
not perceived to have, leadership, it will simply 
become a fourth player in the federal health 
information system. 


Options to address problems related to the relevance of 
the data include: 


Stop the collection of all health care data for a 
period of time (1-5 years), while a review of data 
that is relevant and will be used is undertaken. 
As user groups make their requirements known, 
appropriate collection of relevant data can be 
reinstituted. While this approach would eliminate 
unnecessary collection of data, cessation of all 
data collection activities for any period of time 
would hinder any trend analyses. As well, 
reintroduction of data bases in response to 
requests, may lead to disjointed development. 
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Have the group that has been assigned the mandate 
to collect health care data review with the 
provinces and other relevant users, the data that 
should be collected. The group should probably be 
given targets for data base reduction and a 
mechanism to ensure that minority interests do not 
subvert the intent of the committee. 
Representatives from the provinces and the federal 
government should be at a sufficiently senior 
level to ensure that the data that will be 
collected will be relevant to the user groups. 

One mechanism that might be considered is to link 
the collection of data with some monetary factor. 
If collection of data is in some fashion going to 
"cost" a user group, the user group may be more 
stringent in its “requirements". Because the 
provinces are both the providers of data and the 
users of data, this monetary factor needs to be 
considered carefully. 


The study team recommends to the Task Force that the 
government consider: 


-giving Statistics Canada the mandate to collect 
and distribute all national health data taking 
into account the views of its major users, that 
is, Health and Welfare Canada and health 
ministries in the provinces. 

-terminating the collection of current data 
(i.e., primarily institutional and manpower data) 
at the national level at a specific date, say 
January 1, 1987. The Minister of Health and 
Welfare Canada and the Minister of Supply and 
Services responsible for Statistics Canada would 
be asked to convene a Federal/Provincial Forum 
(Deputy Ministers of Health Conference) to 
determine; (a) what data should be collected; (b) 
appropriate mechanisms for the collection and 
distribution of data. Only where it can be shown 
that the data will be useful, timely and 
comparable across Canada should data collection be 
reintroduced. The Study Team is of the opinion 
that only by establishing such a time frame will a 
useful, reasonable and cost-effective data base be 
developed. 

-recovering the major portion of costs 
incurred in developing, maintaining, and 
disseminating appropriate statistics from users 
wholly or partially. 
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-maintaining the data currently collected by 
the Health Status Program that is required to be 
collected by various Acts, Agreements and 
Orders-in-Council (i.e., vital statistics) 
-terminating all other data (i.e., disease 
registries, environmental health, abortion 


statistics) as above and subject to the same 
review. 
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HEALTH CARE 
STATISTICS CANADA 


OBJECTIVE 


This program provides statistical information, analysis 
and services which promote an understanding of the nature 
and operation of the public and institutional components of 
the health care sector in Canada. The objective is to 
relate their operations to general societal needs and to 
provide a basis for policy development, program management 
and evaluation. 


The program develops and promotes the use of common 
concepts, definitions and classification systems to ensure 
comparability of statistics. To avoid duplication, it also 
coordinates with provinces and territories and with other 
federal government departments the collection and 
aggregation of national and provincial information on 
institutions and their operations. 


BENEFICIARIES 


Major users of the program outputs include Health and 
Welfare Canada (HWC), provincial departments of health, 
local and regional health organizations, national and 
provincial health associations, academics, the media, and 
the general public. They benefit through an enhanced 
ability for analysis and decision-making on health care 
issues. 


AUTHORITY 


The Statistics Act requires the agency to collect, 
compile, analyze and publish statistical information on the 
economic, social and general conditions of the country and 
its citizens. 


The program as it exists today has evolved over time. 
Vital statistics were part of the original 1919 Charter for 
the Dominion Bureau of Statistics (see also Health Status 
program). Hospital statistics were started during the 
1930's. Morbidity statistics (in-patient and mental 
patients) and special care facilities statistics were added 
shortly after World War II. Health manpower statistics were 
added in the 1960's when the federal government was involved 
in assisting provinces financially with professional 
training programs and with the construction of health 
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research and teaching facilities. Abortion statistics were 
added following amendments to the Criminal Code in 1969. 
The nosology centre was added during the 1970's. All 
additions were responses to government needs of the day 
established within the broad legislative mandate of the 
agency. 


RESOURCES ($000's) and (P-Ys) 


83/84 84/85 85/86 86/87 
Expenditure Actual Actual Estimate Projected 
Salaries 2,461 2 UG: 2,566 27506 
Other Operating 562 495 533 Sy 05S) 
TOTAL Bien 2502 3,099 3,099 
Person-years 85 76 aT ed, 
Source Statistics Canada 


DESCRIPTION 


The program is delivered by the Institutional 
Statistics Section, Health Division, Statistics Canada. 
Statistics are collected from provincial administration 
files, processed, analyzed, and disseminated in hard copy 
form (annual and occasional publications, journal articles) 
and in machine readable form. Data and analyses resulting 
from ad hoc studies are also provided, usually on a cost 
recovery basis. 


The program includes certain central technical services 
(for accounting and administrative convenience) which are 
shared with the Health Status Program (SC 113). These 
technical services include the Nosology Centre, Operations 
Centre, and Research and Analysis. 


The program provides information on the size, 
resources, revenues, and expenditures of 1,250 Canadian 
hospitals and approximately 4,500 special care facilities. 
Data are also provided on the diagnosis and treatment of the 
roughly 4.5 million Canadians admitted to hospitals each 
year. Major data bases include: 


-operating characteristics of public, general, and 


allied institutions (Annual Return of Hospitals, 
Quarterly Hospital Information System); 
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-operating characteristics of chronic care institutions 
(Special Care Facilities Survey); 

-registry of health care institutions (Health Care 
Facility Inventory); and 

-medical and demographic characteristics of in-patients 
(Hospital Morbidity Program, Mental Morbidity 
Program).This data base is shared with the Health 
Status Program. 


The program also provides limited statistical 
information on the characteristics of health manpower 
(nurses, dental hygienists). A technical assistance program 
provides support to HWC and to provincial departments of 
health in the development and maintenance of various 
workload measurement systems. 


The program has various consultative mechanisms 
available to it: 


1. 


Interdepartmental Statistics Canada/HWC Committee 
with membership at the Assistant Deputy Minister 
level. The Committee meets periodically to 
consider major issues in the health statistics 
field. 


Sub-Committee on Health Information. This 
committee reports to the Federal/Provincial 
Advisory Committee on Institutional and Medical 
Services. Statistics Canada, Health and Welfare 
Canada, and each province are members of the 
sub-committee. 


Steering Committee for the Development of a 
Framework for Hospital Management Information 
System. This committee reports to the 
Federal/Provincial Advisory Committee on 
Institutional and Medical Services. 


Federal/Provincial Committee on Statistical 
Policy. This committee is advisory to Statistics 
Canada on all statistical programs (including 
health). 


All data collected are derived from provincial sources 
(health care administration files). 
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EVALUATION 


This program has also been reviewed by the study team 
on Major Surveys and the study team on Subsidies and 
Services to Business. 


There has been no recent evaluation of this program. 
OBSERVATIONS 


Because the data used by Statistics Canada is derived 
from provincial sources, Statistics Canada is very dependent 
upon the provincial systems. As provincial health systems 
have evolved (increased sophistication, varied needs), 
provinces have become less interested in the national data 
bases. Each province has different needs and systems, and 
systems vary within provinces. While provincial officials 
clearly wish to have national statistics for comparative 
purposes, provincial statistics are more important to them 
On a day-to-day basis. 


Present data bases (federal and provincial) are case or 
event based as opposed to patient based. This inhibits the 
linkage of health status statistics with the financial data 
contained in health institution revenue and expenditure data 
bases. There is a recognized need for health status data to 
be linked with financial data. 


The study team has found a degree of confusion among 
clientele on the mandate of this program and related 
programs in Health and Welfare. For instance, health 
manpower statistics are collected by both programs. A lack 
of a clear leader has also hindered efforts to rank existing 
and potentially new initiatives, and to develop and 
implement strategies which will address some of the 
recognized difficulties with data bases, lack of 
comparability between provinces, etc. 


Timeliness of health care data is a recognized 
concern. Hospital operational data, for instance, is 
produced with a lag of 33 months. Part of the delay can be 
traced to the provinces" reduced sense of urgency for 
transmitting data to the federal system, as they develop 
their own management systems. 


A majority of provincial officials consulted questioned 


the relevance and timeliness of national "institutional" 
data. In general, provinces indicated that their use of 
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this national data was infrequent but when used, it was 
often at critical times (e.g., budgets). One province 
expressed the view that there was "too many statistics, and 
not enough information". This seems to be representative of 
how most provinces felt. When asked what would happen if 
they stopped getting national statistics tomorrow the 
general response was "nothing", in the short run, but 
caution was expressed about the long run. There seemed to 
be a desire for selective "macro" statistics from the 
national level and that the federal government should take 
the initiative in rationalizing the national data bases. 


OPTIONS 


Options are outlined in the Overview chapter dealing 
with the three statistical programs. 
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HEALTH STATUS 
STATISTICS CANADA 


OBJECTIVE 


Statistics Canada's objective is to provide statistical 
information and analyis on the social and ecomomic life of 
Canada, its businesses, its institutions and its people in 
order to contribute to an understanding of the various 
aspects of Canada and provide a basis for the development, 
analysis, and evaluation of social and economic policies and 
programs, for public, business and individual decision 
making, and for the general benefit and information of 
Canadians. 


The Health Status program places emphasis on measuring 
changes in the Canadian population, its demographic 
characteristics and its health status. 


BENEFICIARIES 


Health status indicators assist health care providers 
in measuring progress and improvements in the general health 
of the nation. 


Major users of the program outputs include Health and 
Welfare Canada (HWC), provincial departments of health, 
local and regional health organizations, and national and 
provincial health associations. Other users include 
academics, the media, and the general public. 


AUTHORITY 

The Statistics Act requires the agency to collect, 
compile, analyze and publish statistical information on the 
economic, social and general conditions of the country and 
its citizens. 


The mandate for the program is based upon the following 
Acts, Agreements, and Orders-in-Council: 


The Statistics Act (1971) section 21; 
Order-in-Council (P.C. 163); 


Order-in-Council (P.C. 4851); 
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International Agreement with World Health Organization 
(WHO) ; 


International Agreement with Pan American Health 
Organization (PAHO); and 


Federal-Provincial Fiscal Arrangements and Federal 


Post-Secondary Education and Health Contributions Act, 
LO 


RESOURCES ($000's) and (P-Ys) 


83/84 84/85 85/86 86/87 
Expenditure Actual Actual Estimate Projected 
Salaries 566 588 431 431 
Other Operating 136 126 97 97 
TOTAL 102 684 528 528 
Person-years 18 18 ss 13 
Source Statistics Canada 


DESCRIPTION 


Health status statistics are gathered in response to 
increasing concerns about costs and access to the health 
care system, the future impact of our aging population and 
related matters. Substantial information exists about 
health care institutions, and the costs of treating illness, 
but comparatively little is known about the health of 
Canadians in relation to health care expenditures. This 
limits evaluation of the effectiveness of health care 
systems and programs designed to promote healthier 
lifestyles. More information could also shed light on 
lifestyle and other determinants of good health, as well as 
on groups which may be disadvantaged with respect to health 
care. 


The program is delivered by the Vital Statistics and 
Disease Registries Section, Health Division, Statistics 
Canada. Data are collected, consolidated, analyzed, and 
disseminated in the following areas: 


-vital statistics and disease registries; 
-hospital morbidity; 
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-Canada Health; and 
-accidents. 


Vital statistics and disease registries consist of four 
major activities of an ongoing nature: 


-“pHoduceloneof evitalwstatistics! *(bimths, deaths, 
marriages, and divorces); 

-maintenance of a national cancer incidence reporting 
system; 

-conduct of occupational and environmental health 
Statistics studies on an active participating basis 
with government and non-government sectors; and 

-maintenance of disease registries (notifiable 
diseases, tuberculosis, renal failure). 


Hospital morbidity statistics are based upon the 
characteristics of persons admitted for treatment in 
Canadian hospitals exclusive of tuberculosis sanitoria and 
primary psychiatric institutions. Also obtained are 
Statistics concerning the cause of health problems (some 
provinces) and the nature of the surgical treatment or 
procedure. The demographic and mental health 
characteristics of psychiatric in-patients of general 
hospitals and psychiatric care institutions are also 
documented. Finally the rate of therapeutic abortions 
throughout Canada is monitored, as well as related surgical 
procedures, and selected demographic (i.e., age, marital 
Status) and medical (i.e., previous deliveries, gestation) 
characteristics of women terminating pregnancies. 


During the period in which the Canadian Health Survey 
existed (July 1978 to March 1979) some 12,000 households 
(38,000 individuals) were visited. About one-third of the 
households were directly involved in the physical measures 
component of the survey (such as blood tests). The Canada 
Health survey was originally conceived as a larger and 
continuing survey. Its objectives were to obtain 
comprehensive and ongoing data on the health status and risk 
exposure of the Canadian population, including accidents, 
and to complement existing information which comes primarily 
from vital statistics and medical care records. The scope 
of the survey was reduced and limited to a once-only survey 
in 1978 as part of the government-wide expenditure restraint 
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program of the time. The limited data base that was 
established is still being used by health researchers, 
administrators, and analysts for special tabulations and ad 
hoc analyses. 


The accident data base has been in a developmental 
phase since the expenditure reductions in 1978 and has not 
progressed significantly. The data base uses vital 
statistics and hospital morbidity statistics. 


The current focus of the Health Status Program is on 
the development of information about disabled and 
handicapped Canadians using information derived from sample 
surveys. A disability survey (nature, severity, 
characteristics) is under consideration. 


Program outputs include the dissemination of 
publications, journal articles, microtapes, and special 
tabulations as well as ad hoc studies (conducted on a cost 
recovery basis). 


The program relies on certain central technical 
services which (for administrative convenience) are 
accounted for in the Health Care Program (located in the 
same organizational unit). These technical services include 
the Nosology Centre, Operations Centre, and Research and 
Analysis. 


The collection of vital statistics has its genesis as 
part of the original 1919 charter of the Dominion Bureau of 
Statistics. Hospital morbidity statistics were initiated in 
the early post World War II period. Abortion statistics 
were initiated in 1969 when amendments to the Criminal Code 
were made. Population statistics are required for the 
administration (by the Department of Finance) for the 
Established Programs Financing Act, 1977. 


The program has various consultative mechanisms 
available to it: 


inc Interdepartmental Statistics Canada/HWC Committee 
with membership at the Assistant Deputy Minister 
level. The Committee meets periodically to 
consider major issues in the health statistics 
field. 


2. Sub-Committee on Health Information. This 
committee reports to the Federal/Provincial 
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Advisory Committee on Institutional and Medical 
Services. Statistics Canada, Health and Welfare 
Canada, and each province are members of the 
sub-committee. 


She Working Group on Community Health Information 
Systems. This group reports to the 
Federal/Provincial Advisory Committee on Community 
Health. Statistics Canada and National Health and 
Welfare are represented on the group along with 
selected provinces. 


4. Vital Statistics Council of Canada. Established 
ined 94 5,enthescouncil consistss of provincial 
registrars of vital statistics. 


53 Federal/Provincial Committee on Statistical 
Policy. This committee is advisory to Statistics 
Canada on all statistical programs (including 
health). 


6% Ad hoc expert advisory committees to the Chief 
Statistician which are set up from time to time. 


EVALUATION 


This program has also been reviewed by the study team 
on Major Surveys and the study team on Services and 
Subsidies to Business. 


An evaluation of the program was completed by the 
Program Evaluation Division, Statistics Canada in May, 
1985. When the program evaluation project was conceived, it 
was concerned solely with the Canada Health Survey because 
of a legal agreement with Health and Welfare Canada 
requiring such an evaluation. During the early planning 
process, the Chief Statistician directed the study to be 
extended to include a broader range of health status 
Statistics and data bases. 


The evaluation yielded three key points: 


There is a perceived need for a system of national (as 
Opposed to federal) health statistics. The extent of 
this need and the means by which it could be fulfilled 
will require discussion and negotiation among federal 
and provincial departments and agencies. However, 
before this can be done, the terms of reference of the 
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various federal departments involved need to be defined 
more precisely, particularly those of Health and 
Welfare Canada and Statistics Canada. 


The resources made available to the Health Division of 
Statistics Canada have not kept pace with increases in 
health research expenditures and general health care. 


Many of the criticisms of existing health data can be 
traced to the structuring of the data bases on events, 
rather than patients. To move to the latter approach 
would involve addressing a number of politically 
sensitive issues, including that of record linkage. 


Of the 29 recommendations made in the evaluation report 
(18 of which were deemed to be purely technical 
recommendations), attention is drawn to the following three: 


-that the Canada Health Survey experience be used as 
the basis for the development of a new household 
survey instrument to collect health status data; 

-that Statistics Canada initiate discussions with 
Health and Welfare Canada and the provinces on the 
establishment of a Health Statistics Centre building 
upon the experience of the Canadian Centre for Justice 
Statistics model; and 

-that Statistics Canada investigate the feasibility of 
developing patient-oriented data systems for health 
status statistics. 


OBSERVATIONS 


The collection of health data by both Health and 
Welfare Canada and Statistics Canada has contributed to 
problems in the area of data base development. While HWC 
and Statistics Canada have collaborated in the last several 
years, it is difficult to set priorities and rationalize 
existing and future data bases. With data bases divided 
between departments, the possibility of duplication and 
confusion among clientele is also increased. Also, this 
presents some difficulty in allocating resources to current 
and future requirements. 


There appears to be general consensus among policy 


makers and program administrators that the linkage of health 
status statistics with the financial data contained in the 
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health institution revenue and expenditure data bases of 
Statistics Canadamiswawhighs=prioputy «)ecurrently, policy 
analysts are unable to identify specific reasons for 
increased health care costs, nor are they able to assess the 
impact of measures undertaken to reduce costs. 


Systems developed under different provincial 
jurisdictions do not always use compatible standards or 
concepts. This leads to serious problems of comparability 
of data. 


Within the program there is a strong sense that the 
Canada Health Survey experience be used as the basis for the 
development of a new household survey instrument to collect 
health status data. Although having substantial start-up 
costs, an ongoing household survey was felt to be the most 
cost-effective vehicle for probing the health status of 
individuals. 


A majority of the provincial officials consulted 
indicated to us that there was a need for health status data 
and that this need should be met by the federal government. 
PEI indicated that this was a very important role for the 
federal government as small provinces simply couldn't 
undertake the activity on their own. Ontario placed high 
importance on monitoring health status and indicated they 
might go so far as to contribute financially to a federal 
effort in this area. On the other hand, Quebec indicated 
there was no role for the federal government and indeed they 
were undertaking a separate health status survey within that 
province. 


OPTIONS 


Options are outlined in the Overview chapter dealing 
with the three statistical programs. 
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INFORMATION SYSTEMS 
HEALTH AND WELFARE CANADA 


OBJECTIVE 


This program ensures the availability of descriptive 
and quantitative information on Canadian conditions and 
programs in the health and welfare field, as required by the 
Department of Health and Welfare Canada (HWC), for the 
development of national policies and programs and for the 
management and evaluation of programs in this field. 


BENEFICIARIES 


The population served by the program consists primarily 
of program managers and policy analysts within the health 
branches of the department and within the health ministries 
and health insurance commissions of individual provinces. 


AUTHORITY 


The Department of National Health and Welfare Act 
provides a general mandate for, "subject to the Statistics 
Act, the collection, publication and distribution of 
information relating to the public health, improved 
sanitation and social and industrial conditions affecting 
the health and lives of the people". 


The Act also provides for "cooperation with provincial 
authorities with a view to the coordination of efforts made 
or proposed for preserving and improving the public 
Meads hese 


RESOURCES ($000's) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 
Salaries 2, 386 2,690 2,668 37202 3,407 
Operating 
Expenditure 903 914 923 956 956 
Capital 
Expenditure 35 65 84 40 40 
Grants and 
Contributions 27.605 2,475 Or Lee ITN e EA TTA® 
TOTAL 5729 6,144 G72 57 968 6,173 
Person-years 62 64 64 70 69 
Source Corporate Management Branch, HWC 
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DESCRIPTION 


The program is delivered by the Information Systems 
Directorate, Policy, Planning and Information Branch, HWC. 
The Directorate is responsible for planning, developing and 
managing a wide range of health and welfare information 
systems in support of the analysis, development, and 
evaluation of social policies and programs. An exact 
resource breakdown is not possible but it has been 
estimated, for total expenditure, as 30% health and 
70% welfare historically. The expenditures are now shifting 
towards a 50/50 balance in line with the person-year 
breakdown. The health resources are displayed below: 


82/83 83/84 84/85 85/86 86/87 


TOTAL po oe abo fle) 1,888 yey A0)e) 2,421 
Expenditure 

($O00's) 

Person-years ) 30 38025 31 34.5 34 
Source Policy, Planning and Information Branch, HWC 


The Directorate is involved with the collection, 
processing, analysis and dissemination of information on the 
social, economic, and health characteristics of the 
population at large and of specific sub-populations, as well 
as information on the various aspects of the health and 
welfare programs (federal and provincial) in Canada. The 
program coordinates the determination of departmental 
information requirements to be satisfied by external systems 
(e.g., Statistics Canada, provinces). 


The program provides technical assistance and financial 
contributions, through the Information Systems Development 
Program, to provinces and nationally recognized associations 
for the development of information systems which contribute 
to national objectives. In 1984/85, projects were initiated 
in Newfoundland, Manitoba, and with the Canadian Hospital 
Association, while work continued on projects in 
New Brunswick, Saskatchewan and British Columbia. Projects 
in Prince Edward Island, Nova Scotia, Ontario and the Yukon 
terminated in 1984/85. 


The program outputs include informational publications, 


computer-based information storage and retrieval systems and 
responses to specific information requests. The program has 
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continued to expand its system of medical care statistics 
for use by provincial health insurance plan administrators. 
In addition, its information bases on physicians' earnings, 
national health expenditures and health manpower are updated 
and published annually. 


The program is responsible for identifying, 
coordinating, and assisting in determining the priorities of 
the department's information needs. In this regard the 
program plays a lead role in the Interdepartmental 
Statistics Canada/HWC Committee which meets periodically to 
consider major issues in the health statistics field. The 
program is also represented (with Statistics Canada) on the 
Sub-Committee on Health Information which reports to the 
Federal/Provincial Advisory Committee on Institutional and 
Medical Services. 


EVALUATION 


The program has never been formally evaluated. An 
assessment of its role and mandate within the Department has 
been conducted within the last two years under contract. 

The program was audited during the period of January to 
March 1985. 


This program has also been reviewed by the study team 
on Major Surveys. 


OBSERVATIONS 


The lack of a formal mandate and authority for the 
program has contributed to a perception by its clients of a 
degree of confusion, duplication, and lack of leadership. 
This perception seems to be strongest among ad hoc and one- 
time users (e.g., researchers) of the program who simply may 
not be familiar with the data bases. The formal mandate for 
the collection of health statistics rests with Statistics 
Canada. The program has evolved over a period of 15 to 20 
years by responding to specific statistical needs of the 
department and of provinces where Statistics Canada has been 
unable to meet the demand (due to lack of resources, 
interest, or priority). The program and Statistics Canada 
have been working collaboratively in the last several years 
(a formal liaison mechanism has been established) and 
believe they have removed any confusion or duplication 
(except at the margin) that may have existed concerning 
their respective roles. Statistics Canada takes 
responsibility for thecollection of "hospital" statistics. 
This program places its emphasis on medical care or 
physician statistics. 


Phe) 


However, both areas suffer from the perception, and from the 
fact, of a lack of leadership in health statistics. Aside 
from the leadership aspect, the question,also may be raised 
as to why one area or the other might not be better 
positioned to provide the entire service. Statistics Canada 
has the better technical infrastructure for data collection 
but it must serve a multiplicity of clients with diverse and 
competing needs. On the other hand, this program is 
sensitive and responsive to the immediate and specific needs 
of the Department for statistics in support of policy 
development and program management. 


New demands are being made on Statistics Canada to 
provide systems oriented to operational and administrative 
purposes. A case in point is the current request from 
provinces for workload measurement systems. While 
Statistics Canada has the basic data bases for systems of 
this type, they are not within its formal mandate, which 
is to collect national statistics, and in a climate of 
scarce resources, it has difficulty considering such 
requests. 


The program only carries out a broad coordinating role 
in HWC in the area of health status statistics and 
indicators, although it recognizes the need and importance 
of this area. 


The program must decide what its requirements and 
objectives are, and how best to achieve these objectives. 
Only recently has the program conducted a review of its 
several data bases and their uses; data bases which have 
been in existence for up to 20 years. Given the very 
diffuse clientele within the department (and the provinces) 
it has been very difficult to set priorities and rationalize 
these data bases in terms of current requirements. 


The resource base for the Information Systems 
Development Program (financial contributions) appears to be 
inadequate for provincial needs. Only a few projects can be 
mounted in any given year. The level of resources was $1.7 
million (about 10 projects) in 1984/85, but has been reduced 
to $800,000 in 1985/86 as a result of the expenditure 
restraint program. The issues that must be addressed are: 


-the appropriateness of federal financial assistance 
for the development of provincial statistical systems; 
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-the dependency of national statistical systems on 
provineialy data, 

-the allocation of resources; and 

-the focusing or targeting of funds to national 
requirements. 


In our consultations with provinces, most indicated 
that the federal government had an important and legitimate 
role in the collection and dissemination of health informa- 
tion. Most provinces pointed to the lack of timeliness of 
national statistics and the need for better marketing of 
what data is available. At least half the provinces found 
the physician income and fee schedule data provided by this 
program to be useful. 


OPTIONS 


Options are outlined in the Overview chapter dealing 
with the three statistical programs. 
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NATIONAL HEALTH SURVEILLANCE 
HEALTH AND WELFARE CANADA 


OBJECTIVE 


The National Health Surveillance program prepares and 
disseminates information concerning the health status of the 
Canadian population, establishes laboratory medicine 
standards and provides laboratory technologies for the 
purpose of preventing and controlling the svread of disease 
in Canada 


BENEFICIARIES 


All Canadians benefit directly through the program's 
health surveillance and laboratory services designed to 
enhance early detection, improved diagnosis and control of 
disease. 


Health care professionals, professional associations, 
institutions, research agencies, federal and provincial 
departments and agencies, foreign governments and 
international agencies benefit indirectly through the 
information, advice assessments, research laboratory 
methodologies, standards, guidelines and regulations 
provided by the program. 


AUTHORITY 


The Department of National Health and Welfare Act 
(section 5) provides a general mandate to investigate and 
research the problems of health and welfare, and, subject 
to the Statistics Act, collect, publish and distribute 
information relating to public health, improved sanitation, 
and social and industrial conditions affecting health. The 
Act also provides a mandate to cooperate with provincial 
authorities with a view to coordinating efforts made or 
proposed for preserving and improving public health. 


The Laboratory Centre for Disease Control (LCDC) 
evolved from the former Bureau of Hygiene, created in 1925, 
and through the transfer to LCDC of the former Division of 
Epidemiology which was created in 1947. 


AaB 


RESOURCES ($000's) and (P-Ys) 


Expenditure by Budget Element 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual* Estimate Projected 
Salaries 7,266 15104) Mee oie OL fr: TORS PPTs 
Operating Costs i733 1 S23 32 226 Dh OATS 
Capital O75 75 Omen O07 910 1772209 
Grants and 
Conumi butions 20 8 5 = = 
TOTAL 9,699 HO; 3GGmeL2; azo ROW 9 aL W260 
Person-years Lo2 191 206 Rees) 189 
cs Data supplied by HWC - Health Protection Branch 


Expenditure by Activity Element ($000's) and (P-Ys) 


83/84 84/85 85/86 

Expenditure Actual P-Ys Estimate** P-Ys Estimate P-Ys 
Disease 

Surveillance Bn PAS) 59 Shy SY ays) 2,560 59 
Disease Control 5,691 118 6,419 lale/ 6,833 116 
Activity 

Management 

and Support 1,406 14 pass TNS) 14 eye 14 
TOTAL LO; sO om) ey Ln: 190 10,961 189 


ies Data from Part III - Estimates 1985/86 


The National Health Surveillance program activity 
accounts for approximately 9.5% of total expenditure and 
9.6% of total person-years in the Health Protection Branch. 


DESCRIPTION 


The National Health Surveillance program activity 
consists of three sub-activities; Disease Surveillance, 
Disease Control Services and Activity Management and 
Support, the latter as a support activity to the first two. 
The program is delivered by the Laboratory Centre for 
Disease Control (LCDC) based in Ottawa. LCDC as the highest 
reference laboratory in Canada shares its diagnostic and 
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epidemiological expertise through a network of provincial 
reference laboratories across Canada. All provincial 
laboratories use the expertise provided by LCDC to varying 
degrees, depending upon their capacity to undertake 
specialized laboratory procedures in addition to their 
routine diagnostic work. For example, the LCDC provides, on 
request, expert diagnostic services and advice for 

AIDS HTLV 3 tests, typing of organisms isolated in disease 
outbreaks and verification of provincial laboratory 
diagnoses. 


The environment in which the National Health 
Surveillance program operates is one of voluntary compliance 
by provinces and practitioners with the standards set by the 
LCDC and one in which there is a need for the national 
collection and feedback of information in areas in which no 
Single organization operating at the provincial or local 
level could provide sufficient coverage. 


The program has available to it three consultative 
mechanisms or advisory committees: 


Technical Advisory Committee on Public Health 
Laboratory Services (TAC); 


National Advisory Committee on Immunization (NACI); and 
National Advisory Committee on Epidemiology (ACE). 


These committees are very technical and are not concerned 
with policy or planning, nor are they linked with the formal 
Federal/Provincial Advisory Committee structure. 


EVALUATIONS 


As a result of the 1982 and 1985 Reports of the Auditor 
General concerning Health and Welfare Canada (HWC) programs, 
the department has undertaken the upgrading of laboratory 
facilities and occupational health and safety procedures in 
LCDC in Ottawa in accordance with the recommendations in 
these reports. 


A 1982 internal audit of the National Health 
Surveillance activity found that provincial officials view 
the program as the lead Canadian agency in disease control 
responsible for providing both a valuable and indispensable 
service. Recent study team consultations with health 
officials from governments of the provinces and territories 
confirmed this 1982 finding. 


An evaluation of this program by the Program Evaluation 
Directorate, HWC is in the process of finalization (expected 
by November 1985). The evaluation was conducted as part of 
the normal program evaluation cycle of HWC. The general 
conclusions of the evaluation are expected to run along the 
following lines: 


there is a continuing (and possibly expanding) need for 
the program and many of its sub-components 
(particularly laboratory services); 


program services, with some exceptions 
(e.g. epidemiological services) are deemed to be 
relevant to client needs and effective; 


the program mandate needs to be clarified, 
strengthened, and made more visible. Some concern is 
raised about organization and management of the 
program; 


responsibility (and resources) for the Quarantine Act 
should be transferred from Medical Services Branch to 
LEDGE 


the activity with respect to tobacco and alcohol should 
be limited to laboratory study and epidemiological 
surveillance, and that policy development activities in 
this area should be the responsibility of Policy, 
Planning and Information Branch; and 


the advisory committee structure be reviewed. 
OBSERVATIONS 


Statistics Canada (primarily the Health Status program 
but also the Health Care program) is a major source of data 
and information used by this program to carry out its 
disease surveillance activities. The program also collects 
its own data and prepares several statistical surveillance 
reports. Statistics Canada has the mandate and 
responsibility to collect and provide health data which the 
program can use in its epidemiological research. The 
relationship between the programs is seen as complementary. 
There does not appear to be any duplication in the 
collection of data from source. It is possible that 
Statistics Canada could assume all or part of the data 
collection for the program. The issues to consider would 
be: 
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- resource allocations between the two areas; 

- effectiveness of resulting surveillance system; 

- relative priority in Statistics Canada for new 
initiatives/changes. 


There iS no overlap or duplication within HWC between 
the program and the Information Systems Directorate, PPI 
Branch with respect to data collection. 


The program has an extensive network of linkages with 
other programs at the provincial, national and international 
level that are indirectly or directly involved in disease 
control and surveillance. 


The program's three advisory committees should be 
reviewed with respect to relevance, role, orientation and 
relationship to the formal federal/provincial advisory 
committee structure. 


In the mid-1970's there was an attempt to shift 
production of reagents to the private sector but, because of 
the high cost, low volume nature of many reagents demanded, 
it was not attractive to the private sector. LCDC then 
resumed reagent production. Currently the LCDC uses 
two-thirds of the reagents produced and distributes the 
remainder upon request to other laboratories free of 
charge. However, some of the products and services that are 
by-products of the basic services of the program (e.g., 
reagents, proficiency Surveys, etc.) could be considered as 
candidates for cost recovery. 


Laboratory proficiency surveys designed to improve the 
accuracy and consistency of diagnosis among laboratories 
concerned with disease control are carried out by LCDC upon 
request, free of charge, subject to the availability of 
EGSOUrCES sat “LEDC. 


Laboratory fume hoods for sale and in use in Canada are 
evaluated and certified free of charge, upon request from 
laboratories across Canada, by LCDC in accordance with 
safety standards established by LCDC. 


The laboratory services appear to be very well received 
by clientele in terms of relevance, need and effectiveness 
of services. The epidemiological services appear to be less 
well received although the clientele maintain there is a 
need for the service. This dissatisfaction can be linked to 
a lack of clarity and strength in the program's mandate in 
terms of leadership, support, and service roles. The 
evaluation report concluded: 
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-a leadership role may be seen in the development and 
application of new diagnostic methodologies, 
epidemiology and national surveillance and containment 
of diseases; 

-a support role may be seen in the provision of 
reference, technical and epidemiology assistance to 
the provinces; and 

-~a service role (fee for) may be seen in proficiency 
testing, reagent production, and fume hoods. 


OPTIONS 


-Maintaining the National Health Surveillance program 
in its current organizational and functional form, 
subject to implementation of the recommendations made 
by the 1982 Auditor General's Report and the 1985 
Program Evaluation Report and examination of a 
fee-for-service approach for laboratory proficiency 
testing, reagent production, and fume hoods; 


-Establishing the Canadian Laboratory Centre for 
Disease Control as an arm's length agency. This 
option would allow for more independence with respect 
to mandate, priorities, management of resources and 
recovery of costs for services. At the moment, these 
issues do not appear to be sufficiently important from 
the perspective of beneficiaries to warrant the 
disruption of services such a transformation would 
cause; 


-Transferring the current responsibilities of the LCDC 
to the provincial governments. The cost of 
decentralizing a reasonably well functioning central 
reference laboratory with highly specialized services 
outweighs the benefits, particularly in light of the 
level of satisfaction expressed by provincial clients. 


The study team recommends to the Task Force that the 
government consider 


-Maintaining the National Health Surveillance program 
in its current organizational and functional form, 
subject to implementation of the recommendations made 
by the 1982 and 1985 Auditor General's Reports, the 
1985 Program Evaluation Report and examination of a 
fee for service approach for laboratory proficiency 
testing, reagent production and fume hoods. 
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HEALTH RESEARCH 
Overview 
Programs 


Health and Welfare Canada funds two health research 
grant programs through: 


a. National Health Research and Development Program - 
a branch within Health and Welfare Canada. 
18)y; Medical Research Council - a Crown corporation 


operating under the Medical Research Council Act. 
Observations 


Each program uses peer review mechanisms to ensure the 
quality of the projects funded. 


MRC funds basic and clinical research and NHRDP funds 
applied research. Priorities for NHRDP research are set by 
HWC. 


The $160 million annual funding by MRC is approximately 
50% of the funding for medical research in Canada. 


Both programs fund research scientists and research 
fellows in order to develop and train research personnel. 


Options 


The study team recommends to the Task Force that the 
government consider: 


-maintaining funds for both programs on the same basis 
and with the same organization as at present. 

-increasing funds for both programs gradually, based on 
plans of about five years duration. 
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MEDICAL RESEARCH COUNCIL 


OBJECTIVES 


To provide support for medical research and for those 
interested and involved in medical research so as to assist 
in the provision of a research community and to maintain 
activity of a scale and quality appropriate to the Canadian 
research community. 


BENEFICIARIES 

Health science centres across Canada; health science 
researchers and students; and indirectly, the Canadian 
publice 
AUTHORITY 

The Medical Research Council Act, M-9. 


RESOURCES ($000's) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 


Expenditure Actual Actual Actual Actual Projected 
Salaries S42 Seeks OSG mes 272 Ss Zee ee S223 G0 
Operating 959 929 1,314 1209 1,284 
Capital Pe beet takers al, 9) 63 1 13 


Grants and 
Contributions.) U10,008) 13775 Pom 5 36 127 ROG 


TOTAL $113,305 140,439 156,800 161,483 307762 
Person-years 42 50 54 54 54 
Data supplied by HWC. 


ct Acquisition of computerized tracking system of 
applications and grants. 


DESCRIPTION 
The Medical Research Council (MRC) is a crown 
corporation which reports to the Minister of Health and 


Welfare Canada on its activities and the state of health 
research in Canada. 
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The Council has a full time president who is Chief 
Executive Officer and 21 other members representing the 
scientific and lay community who serve without 
remuneration. Membership on the Council also includes three 
associate members who represent the other two federal 
granting agencies and HWC. 


-MRC funds research activities through: 


-grants programs - operating, major equipment and 
maintenance grants; 
-personnel support programs - salary support and 


research training; and 
-travel and exchange programs. 


Funding awards are based on peer review. This consists 
of 23 grant and six award committees with a total of over 
250 working scientists. MRC also uses external references 
from Canada and other countries. 


Primary orientation is towards health science 
faculties, dental schools and pharmacy schools and thus, is 
to basic and clinical research. 


Administration comprises a full-time president with 
53 members of staff. Administration costs currently 
comprise 2.7% of total budget. 


MRC attempts to operate a five-year plan to provide 
funding stability for projects and individuals. 


In 1984/85 MRC funded 3,767 projects of which 1,415 
were continuing, 996 were renewals and 1,356 were new. 


EVALUATION 


No formal program evaluation has been performed in the 
past five years. 


OBSERVATIONS 
MRC research funding is the single most important 


source for basic and clinical medical research in Canada, 
comprising approximately 50% of available research monies. 
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MRC's focus has been and continues to be on the basic 
and clinical medical sciences. Some discussion of "applied" 
research (epidemiology, etc.) has taken place at the Council 
in recent years but no significant funding to "applied" 
research has been given. Applied research is funded through 
the National Health Research and Development Program 
(NHRDP). 


The issues of growing competition for funds (MRC funds 
about 30% of applications), research ethics, research evalu- 
ation, etc. create an increasing administrative requirement. 


MRC is held in high regard by the Canadian research 
community and has served the national public interest well. 


It is estimated that, because researchers obtain 
additional funds from other sources as well, MRC grants give 
access to about $2 worth of research and development for 
each $1 granted. 


It has been suggested by some that the mandate of MRC 
should be widened to include all health related research. 
While tidier arrangements appear to contribute to more 
efficient administration, the benefits of effective research 
may be lost in the process. 


OPTIONS 


The study team recommends to the Task Force that the 
government consider maintaining the status quo, with careful 
attention to ensuring the funding stability required for the 
research community and evidenced by the five-year planning 
objective. 


Discussions between MRC and NHRDP (and other federal 
councils in regard to their health research) should be 
conducted on a regular basis to ensure that actions are 
complementary. While, ultimately, integration may be of 
benefit, and provide some cost saving opportunity, the 
"applied" health research "industry" may not yet be 
sufficiently organized to ensure that its own funds do not 
find their way into basic and clinical medical research. 
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NATIONAL HEALTH RESEARCH AND DEVELOPMENT PROGRAM 
(NHRDP ) 


OBJECTIVE 


To provide support for scientific activities designed 
to yield information (1i.e., new knowledge) needed by the 
Department of Health and Welfare Canada (HWC) to help 
fulfill its responsibilities to the people of Canada. 


BENEFICIARIES 
HwWC - Health Protection Branch 
- Medical Services Branch 
- Health Services and Promotion Branch 
Applied health care researchers, 
e.g.-, epidemiologists 
Provinces 
AUTHORITY 
S.5(b) Department of National Health and Welfare Act. 


RESOURCES (S$000's) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 
Salaries 738 719 3835 830 830 
Operating 294 230 320 302 302 
Grants and 
Contributions 14,092 167,044 8 72s el 9 309 19,309 
TOTAL ia, 24 16799300197 27 89e20R4A2 20,441 
Person-years 18 19 21 19 19 


Data supplied by HWC 


DESCRIPTION 


NHRDP supports research projects/studies (80% of 


grants) and individual researchers (20% of grants). 
Research projects/studies include original projects, 


both research and demonstration, studies of data, 
preliminary development projects, symposia and conferences 
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and formulation funding for good ideas where a proposer 
lacks research expertise. 


Support of individual researchers is through Training 
and Career Awards programs. 


Research proposals are reviewed first for eligibility 
under NHRDP terms of reference, secondly by HWC Branches and 
by the province for relevancy and finally by a peer review 
mechanism. Approval is needed at all three levels for 
success. 


The projects are reviewed annually and continued 
funding depends on satisfactory progress. 


80% of grants are to university projects/researchers 
and 20% to non-university. NHRDP is the only significant 
agency in Canada making funds available to the latter area. 


Current priorities are research into 


-Organization and delivery of health care 
-Environmental health hazards 

-Primary and secondary illness prevention 
-Habilitation and rehabilitation 

-Health of native people. 


About 775 submissions were received in 1984/85. 


384 research projects, 153 scholars and 26 conferences 
were supported for a total of 563 awards. 


EVALUATION 


Departmental evaluation was done in November of 1984 
with recommendations that: 


-there be a HWC mechanism for the periodic 
articulation of its own research priorities; 

-there be a periodic needs assessment within 
departmental priorities of the types of research 
to be undertaken; 

-there be improved data maintenance and updating; 
and 

-there be improved dissemination of information. 
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OBSERVATIONS 


NHRDP represents the single most significant source of 
encouragement to researchers interested in examining areas 
other than basic and clinical medical research. 


The requirement that relevancy to HWC Branch objectives 
be satisfied has the potential to unduly constrain applied 
research, although evidence that such is the case is not 
apparent. 


Administration is experienced, competent and lean. 


Networking with other agencies involved in research 
appears to be good. 


Current funding levels are said to create 3,000 
research positions in whole or in part. 


It appears that some HWC funding of research is done by 
the three beneficiary branches outside the NHRDP framework. 


Some provinces and others commented that the 
communication of research results to organizations that can 
use them is lacking. This is a problem in all research 
organizations; NHRDP was well aware of this deficiency and 
is looking for ways to improve. 


OPTIONS 
Organization 
Continue to make NHRDP responsible for all 
HWC health related research funding. 
Set up NHRDP as separate and distinct council 
(along lines of MRC). 
Funding 


Continue the past trend of funding increases. 
Freeze funding at current levels. 


Reduce Funding. 
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The study team recommends to the Task Force that the 
government consider allowing NHRDP to continue to be 
responsible for all NHW research funding and further that 
the past trend of funding increases be continued. 


While setting up a separate and distinct council has 
some attraction to highlight non-directed support for 
applied research, the increase in administrative cost which 
would result is greater than the perceptual benefit to be 
derived. If NHW is to fund health and health care research, 
it should be under the scientific and administrative control 
of a single program; NHRDP is the natural choice. 


With respect to funding levels it is unlikely that the 
applied research community could either absorb faster rates 
of increase or tolerate reductions. In our view, the 
funding to this area should continue to increase as it 
offers the potential for improving health care delivery in 
the longer run and is the single significant source of 
funding for this type of research. 
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HEALTH PROMOTION AND FITNESS 
Overview 


Programs 


The family of programs concerned with the promotion of 
a healthy lifestyle includes: 


Health Promotion 
Fitness Canada 


Health Promotion is a program located in the Health Services 
and Promotion Branch of Health and Welfare Canada. Fitness 

Canada is a program located in the Fitness and Amateur Sport 
Branch of Health and Welfare Canada. 


Assessment 


Both Health Promotion and Fitness Canada have similar 
objectives and subscribe to the World Health Organization's 
definition of health as "physical, mental and social well- 
being". However, there are few linkages between them. 
Fitness Canada does not participate in any health promotion 
planning committees and, with the exception of a new group 
examining weight control, Fitness Canada is not involved in 
health promotion strategy development. In addition, the 
contributions programs for both directorates function 
somewhat differently. 


There is, with a few exceptions, fairly favourable 
support for the two main issues in this family of health 
services. They are: coordination of fitness and health 
promotion subject areas, and the extension of these program 
areas into some type of arm's-length organization. 


If coordination of the two programs is to be 
considered then it is important, in the view of the study 
team, that the distinctive fitness message, and the high 
program profile provided by the Minister not be lost. 


If an arm's-length organization is to be considered for 
the activities associated with health promotion and fitness 
then it is important that all national concerns are 
addressed, and that there is corporate compatibility with 
the message being delivered. The organization would have to 
be responsible not only for advertising and programming. 
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Given the success of PARTICIPaction, it could be considered 
as the promotion and advertising mechanism for such an 
organization. 


Any integration of fitness and health promotion 
activities into one unit should take into consideration the 
fact that Fitness Canada has a nationally recognized 
identity and that the visibility provided by the Minister of 
Fitness and Amateur Sport has been valuable. It is also 
important that the delicate working relationship with the 
provinces should not be disrupted. 


Options 


The study team recommends to the Task Force that the 
government consider integrating Health Promotion Directorate 
and Fitness Canada within an arm's-length corporation which 
would market concepts and programs within the mandate of the 
integrated directorates. Given the high visibility and 
success of PARTICIPaction, it should be encouraged to link 
with the new corporation through an interlocking board 
structures 
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HEALTH PROMOTION 
HEALTH AND WELFARE CANADA 


OBJECTIVE 
To help Canadians achieve healthy life styles. 
BENEFICIARIES 


The general public who are reached with advertising, 
promotional materials and information provided ina 
variety of ways. 


Professionals and volunteers in the health care 
delivery systems. 


Private business whose involvement is sought as a means 
of delivering health promotion messages or as centres 
for health promotion programs (e.g. Corporate 
Challenge). 


AUTHORITY 


In 1978 Health and Welfare Canada (HWC) established 
the Health Promotion Directorate to give greater emphasis to 
its preventive health programs. This program was a direct 
outgrowth of the 1974 working document entitled "A New 
Perspective" which committed the department to push ahead 
with its recommendations. 


In 1982/83 a submission was presented to Cabinet which 
extended the mandate to 1988/89. At this time a report must 
be submitted that indicates progress made and recommendation 
for mandate change or approval. 


RESOURCES ($000‘s) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 


Salaries BDO: AY257 4,481 4,763 4,763 
Operating Grazos Gross i, O35 7,486 7,486 
Capital 60 43 106 - ~ 
Contributions 3,668 3,944 371050 4,240 4,240 
TOTAL I. Sh, she ROD, Gy 72 7A0 16, 489 16,489 
Person-years 116 109 els Ls 3 


Data supplied by HWC 


231 


DESCRIPTION 
Four strategies have been used by the Directorate: 


Equipping the public to deal with lifestyle issues. 
This encompasses the informational activities of the 
program. 


Promoting a social climate that supports 

healthy lifestyles. This encompasses the advertising 
and promotional work that is done. It also offers a 
mandate to counteract negative influences such as 
aggressive marketing of tobacco and alcohol. 


Supporting self-help and citizen participation in 
health promotion. This involves joint projects with 
voluntary organizations, production of program 
materials for use by citizen groups, and providing 
funds with which they can do their work. 


Promoting the involvement of health care, social 
welfare, and other established programs in health 
promotion. The purpose of this strategy is to shift 
the health system more in the direction of prevention. 
It is carried out through cooperative planning with 
provincial departments of health, joint projects with 
Organizations of health professionals, preparation of 
program materials for their use, and some funding of 
demonstration projects. 


The Health Promotion program is divided into 12 
components for purposes of planning, management, and 
delivery. Of this number: 


five components address lifestyle issues, notably 
nutrition, smoking, alcohol use, drug use and 
hypertension; 


four components address the concerns of particular 
population groups, namely, children and youth, women, 
the elderly, and the disabled; and 


three components address functions or methods of 
delivery that are central to health promotion, that is, 
communications, school health and health promotion in 
the workplace. 
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The work of the Health Promotion Directorate is done in 
two ways: 


operational activities performed by the department 
directly or under contract; and 


contributions offered to voluntary and professional 
groups who wish to be active in health promotion. 


Direct communication with the public is achieved 
through media advertising, promotional activities, and 
distribution of information. The most significant advertis- 
ing programs are Generation of Non-Smokers, Dialogue on 
Drinking, and Stay Real, a cannabis information project. 
During the 1984/85 fiscal year, 7.5 million pieces of 
information material were distributed to the public. 


The means used to encourage more active participation 
in health promotion on the part of provinces, groups of 
health professionals and voluntary associations are varied. 
They include: 

joint planning ventures; 


major projects undertaken on a shared cost and time 
basis; 


provision of program materials; 

expert consultation; and 

contributions funding. 
EVALUATION 


An evaluation of the program is scheduled for 1987 in 
preparation for the report to Cabinet. 


OBSERVATIONS 


Health promotion activities are also a provincial 
activity and responsibility so that there needs to be close 
consultation between federal and provincial governments. 


There is no objective proof that the present method for 
delivery of health promotion is or is not successful, 
although there is a developing science of evaluation in the 
field of health promotion. 
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The present method for delivering health promotion is 
labour intensive, i.e. 113 person-years. 


Health Promotion, i.e. government, is not able to tap 
the corporate sector for financial support of programs. 


Government health promotion operations in their present 
mode may be more effective if a corporate model similar to 
PARTICIPaction were considered. 


PARTICIPaction is an excellent marketing model for the 
delivery of health promotion information with government 
input and the ability to draw on the corporate sector for 
financial support. 


Although PARTICIPaction deals only with the positive 
aspects of health promotion, i.e. fitness, and does not deal 
with the same range or scope as Health Promotion, to our 
knowledge there is no evidence to suggest that the negative 
aspects of health promotion, e.g. the battle against drug 
and alcohol abuse, can not be sold to the private sector as 
well as the public sector if marketed correctly. 


However, arm's-length corporations such as 
PARTICIPaction diminish government's ability to ensure that 
programs are consistent with government policy. 


Fitness Canada and Health Promotion have program 
objectives that tend to overlap. In fact, Fitness Canada's 
definition of fitness as "physical, mental and social 
well-being" is the same as the World Health Organization's 
definition of health. 


Physical activity, the cornerstone of Fitness Canada, 
is also an integral part of strategies used by Health 
Promotion. Examples of this overlap include: 


-the use of physical activity as an essential component 
of any program to prevent chronic illness, 
particularly cardiovascular disease; 

-programs to reduce smoking, improve nutrition and 
increase activity have been shown to have a 
synergistic effect; 

-weight management is most effectively achieved by diet 
and exercise; and 

-recreation is one of the cornerstones of mental 
health. 
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All of the above are emphasized by both Fitness Canada 
and Health Promotion. Health information is required by 
fitness and recreation leaders if they are going to carry 
out their responsibilities effectively. 


There is a delivery system that exists in every 
community throughout the country for fitness and recreation. 


Fitness in the workplace is an important aspect of 
Fitness Canada, and Health Promotion has overlapped with its 
Corporate Challenge program. 


Should the integration of Fitness Canada and Health 
Promotion take place, the following points should be 
considered: 


-the national identity for fitness that has been 
developed by Fitness Canada should not be lost; 

-the visibility provided by the Minister of Fitness and 
Amateur Sport is valuable in the promotion of fitness 
and#shouldsgnotibes lost; 

-provinces should be consulted so that working 
relationships are not disrupted; and 

-in the production of promotion material, present 
health care delivery system professionals should be 
included as one of several strategies for information 
dissemination. 


OPTIONS 


Integrating Health Promotion Directorate and Fitness 
Canada within an arm's-length corporation which would market 
concepts and programs within the mandate of the integrated 
directorates. Given the high visibility and success of 
PARTICIPaction, it should be encouraged to link with the new 
corporation through an interlocking board structure; 


Combining Fitness Canada and Health Promotion; 
Maintaining the status quo. 


The study team recommends to the Task Force that the 
government consider integrating the Health Promotion 
Directorate and Fitness Canada within an arm's-length 
corporation which would market concepts and programs within 
the mandate of the integrated directorates. Given the high 
visibility and success of PARTICIPaction, it should be 
encouraged to link with the new corporation through an 
interlocking board structure. 
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APPENDIX ONE 


HEALTH PROMOTION —- FITNESS ° 


"ARM 'S-LENGTH" CORPORATE STRUCTURE 


A suggested outline of the elements relating to an 
"arm's length" corporate structure which would accommodate 
the activities of the Health Promotion Directorate and the 
Fitness Canada Directorate follows: 


Mandate 


Board 


Activities 


Timeframe 


Set by the Minister of Health and Welfare 
Canada and the Minister of State for Fitness 
and Amateur Sport in consultation with 
provincial health ministers. 


Membership: To be determined by the 
Minister of Health and Welfare Canada - 
taking into consideration an appropriate mix 
of federal, provincial and private sector 
representation. 


Purpose: To determine the ability of this 
"arm's-length organization" to become more 
self-supporting with less demand on 
government for financial support. 


Production 

Marketing 

Sales 

Research/Development 

Admin/Support 

Consultation 

Screening and awarding of grants to 
community groups etc. in keeping with 
objectives of corporation 


a. Establish within one year 
b. Five-year evaluation after which 
decision to continue or disband 


Linkage with PARTICIPaction 


a. Interlocking board of directors 
b. Clarification and agreement on mandates 
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FITNESS CANADA 
FITNESS AND AMATEUR SPORT CANADA 


OBJECTIVES 


To raise the fitness level of Canadians through 
increased participation in physical activity thereby 
contributing to health, well-being and the capacity to 
perform daily activities. 


BENEFICIARIES 


= Major national associations and special target 
group organizations involved in fitness 

- Universities conducting fitness related research 

- Arm's-length corporations providing services 
related to fitness. 


AUTHORITY 


The Fitness and Amateur Sport Act, (1961) provides a 
general mandate to encourage, promote and develop fitness in 
Canada. In 1981, Cabinet approved a major policy focus: 


to improve the general environment, organization 
infrastructure and program delivery systems for 
physical activity throughout Canada; 


to increase the motivation of Canadians to engage in 
physical activity; and 

to increase the availability and accessibility of 
quality programs which facilitate participation in 
physical activity. 


RESOURCES ($000's) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Expenditure* Actual Actual Actual Estimate Projected 
Salaries 769 779 788 839 839 
O&M 524 ae CHEM! 335 stoy | 351 
Capital 1 1 5 
Contributions 6,407 7,148 ail Sal, 8,339 8,339 
TOTAL 7,698 8,239 8,945 97529 9,529 
Person-years 24 24 24 24 24 
ed FAS Financial Planning, Management & Services 

Directorate 

oh Includes one-time-only item for a National Conference 


on Fitness and Aging of $139,300. 
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DESCRIPTION 


By its promotion of physical activity through financial 
contributions and consultative services, Fitness Canada 
works to develop fitness leadership nation-wide and to 
encourage participation in physical activity leading toward 
fitness of “alll ?Ganadians.-2tneaddveion, itunassidentiized 
specific target groups for special emphasis. 


Major activities are grouped under four areas of 
fitness development: Promotion, Education, Leadership 
Development and Research. 


Promotion 


Fitness Canada has undertaken a major commitment to the 
national promotion of fitness as evidenced by the 
formation of PARTICiIPactron, in 1971.) With ongoing 
financial support from Fitness Canada ($1,016,000 in 
1985/86 to date) the PARTICIPaction promotional 
campaign works to increase Canadians' awareness of the 
benefits of fitness and encourages them to aim for 
higher rates of participation in physical activity. 


Fitness Canada also supports opportunities for general 
participation in physical activity. On this basis, 
financial assistance has been provided for a number of 
participation development projects run by national 
associations. In addition, Fitness Canada has 
developed and currently operates National Physical 
Activity Week in cooperation with a number of national 
Organizations and provincial governments. This major 
initiative strives to raise the general awareness of 
the benefits of physical activity. 


The Canada Fitness Award serves as an incentive for 
Canadian youth by promoting increased standards of 
achievement and thereby encouraging regular physical 
activity leading toward fitness. 


Education 


Fitness Canada has also initiated and supported a 
number of educational activities which are designed to 
upgrade the knowledge of both the consumer and those 
individuals involved in the development of physical 
activity and fitness programs. Fitness Canada 
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distributes approximately one million pieces of 
literature annually. In addition, financial support 
has been provided to a number of national organizations 
for the design and production of resource material 
applicable to the needs of specific target populations. 


Leadership Development 


A major objective of Fitness Canada is to improve the 
delivery system in Canada of opportunities for 
participation in physical activity. One of the 
principal methods of accomplishing this objective is 
through the development of a strong base of capable 
leaders, volunteers and professional staff working at 
the local, provincial and national levels. 


In cooperation with the Interprovincial Sport and 
Recreation Council and a number of national 
associations, guidelines and resources for the training 
of fitness leaders have been developed. By means of 
financial support from Fitness Canada, the Fitness 
Appraisal Certification and Accreditation Program 
operates across Canada through the Canadian Association 
of Sport Sciences. This program is designed to provide 
Canadian consumers with reliable and safe fitness 
testing and appraisals. 


In addition, the needs of individuals working in 
national fitness organizations have been addressed by 
Fitness Canada in conjunction with Sport Canada through 
the Skills Program for Management Volunteers and the 
Professional Development Practicum (PDP). While the 
PDP is strictly a national initiative, the Skills 
Program has been developed in cooperation with 
provincial governments and is currently being delivered 
by them or their affiliated agencies. 


Research 
Under the coordination and financial support of Fitness 
Canada, the Canada Fitness Survey Corporation was 


established and a national survey which included 
fitness testing was conducted in 1981. The Survey has 
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grown steadily as a recognized source of information on 
Canada's participation patterns in physical activity, 
as well as national physical fitness levels. This 
information is being continually analyzed, "packaged" 
in a number of publications and made available to 
researchers, organizations and program leaders working 
in the field of physical activity and fitness. 


Fitness Canada has also operated a special research 
contribution program since 1980. 


Fitness Canada believes that’ there is a clear need to 
define Canadian priorities as well as develop a national 
framework for fitness which will assist in the coordination 
of programs and activities at the national, provincial and 
local levels. This coordinated approach was initiated in 
May 1985, with the first Federal/Provincial Ministers' 
Conference on Fitness. The Conference resulted in the 
formation of a number of federal/provincial working 
committees set up to investigate mechanisms of collaborative 
program design and delivery, for example - Fitness In the 
Workplace, National Physical Activity Week, Fitness and the 
Third Age. In addition, a National Summit on Fitness was 
announced and is currently scheduled for early in the 
1986/87 fiscal year. 


Although PARTICIPaction is an extension of the Fitness 
Canada program, it is legally and organizationally 
distinct. The corporation was launched by Fitness and 
Amateur Sport (FAS) in 1971 as an arm's-length, non-profit 
company whose mandate was to use the mass media to change 
Canadians' attitudes and values about fitness. The initial 
federal government investment was $250,000 which was the 
only revenue available to PARTICIPaction at that time. In 
1985 the total annual operating budget is estimated at $2.5 
million with just over $1 million coming from the 
contributions budget of Fitness Canada. The non-government 
revenue is generated from services that PARTICIPaction 
renders to business organizations and provincial 
governments. The corporation, which describes itself as a 
private, non-profit, national communications company, has a 
volunteer Board of Directors on which are included the 
Assistant Deputy Minister of FAS plus two appointees of the 
Minister of FAS. There is a staff of 22 working out of the 
main office in Toronto and a smaller office in Montreal. 
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To achieve its goal of encouraging Canadians to become 
more physically active, PARTICIPaction does three things: 


-creates public service advertising in all media; 

-develops and sells fitness education materials; and 

-devises sponsored fitness promotion with specific 
corporations and government groups. 


The activities associated with the advertising function 
are funded solely by Fitness Canada. In 1984/85 this 
amounted to $548,000 from which PARTICIPaction claims 
approximately $14 million worth of advertising donated by 
the media. Thus, without having paid a penny to actually 
purchase media time and space, PARTICIPaction has become one 
of the largest, most influential communications companies in 
Canada by generating millions of dollars of free exposure 
for fitness promotion annually. 


In addition to its advertising, the company plans, 
designs and executes various types of health and fitness 
promotion campaigns for corporate or governmental sponsors. 
These campaigns collectively reach millions of Canadians 
through a large distribution system composed of fitness and 
nutrition leaders, educators, researchers and health 
professionals who have paid for a membership in the 
PARTICIPaction Network. 


EVALUATION 


There has been no formal program evaluation of Fitness 
Canada in the last five years. 


OBSERVATIONS 


The program's legislative mandate is very broad and has 
allowed expansion in any direction that the Minister of the 
day believed was necessary. It is difficult to derive 
jurisdictional authority or specific program objectives from 
the 1961 FAS Act which does not even define reporting 
relationships or functional responsibilities. The original 
involvement of the National Advisory Council of Fitness and 
Amateur Sport (established by the Act) in policy 
decision-making and the approval of grants has been 
eliminated over time due to the creation of the Fitness 
Canada Directorate and its assumption of all program 
responsibilities. 
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The directorate appears to be taking a progressively 
more pro-active role in the coordination of fitness 
activities at the national level. 


Fitness Canada's programs in areas such as standardized 
tests of fitness, National Physical Activity Week, the 
Canada Fitness survey, and fitness leadership development 
are well respected by professionals in the field both in 
Canada and abroad. 


Although Fitness Canada was instrumental in setting up 
PARTICIPaction and continues to provide all the funding 
necessary for its advertising program, there appears to be 
some duplication of effort in the promotion and marketing of 
fitness between the two organizations. 


Approximately 60% of the directorate's contributions 
budget is spent on promotion related activities but there is 
little hard evidence of cost-effectiveness (other than the 
1982 study which showed that over the preceding 10 years, 
there had been a significant increase in the percentage of 
adult Canadians committed to a physically active lifestyle. 
For 85% of the people interviewed for that study, 
PARTICIPaction appeared to have played the major role in 
bringing about this change). 


There is "a perception: that. thesurgency cl many oLetne 
Sport Canada initiatives deprives Fitness Canada of the 
attention it deserves. Currently, Fitness Canada has a 
significantly lower contribution budget (approximately 
$8 million) than Sport Canada (approximately $44 million). 
It is of interest to note that relative to Health Promotion, 
Fitness Canada has double the contributions budget but fewer 
than a quarter of the related person-years. 


The respective roles of Sport Canada and Fitness Canada 
regarding competitive sport require clarification. Sport 
Canada views its jurisdiction as governing all aspects of 
sport, with the High Performance area simply a component of 
a multilayered domestic sport system. Fitness Canada, on 
the other hand, wishes to incorporate the skill development 
layer of sport into its mandate. 


Many of the national organizations receive funding from 
both Fitness Canada and Sport Canada. This has resulted in 
funding inconsistencies within FAS and differences in 
accountability requirements within the organizations 
receiving contributions. 
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Fitness Canada, PARTICIPaction and the Health Promotion 
Directorate of Health and Welfare Canada all have their own 
delivery mechanisms for promoting their messages, 
distributing their materials, and providing their services. 
In the study team's opinion, there appears to have been 
limited cooperative effort to integrate these networks. 


There is duplication of program focus in Fitness Canada 
with the Corporate Challenge initiative of the Health 
Promotion Directorate. The question arises as to where such 
an activity would most appropriately be housed. 


In fact, there does not seem to be a logical reason why 
Fitness and Health Promotion are separated. They appear to 
have the same objective. Combining them might result ina 
more integrated national health promotion strategy although 
the risk of losing the momentum of fitness promotion (which 
is currently very strong) and a possible loss of visibility 
in the fitness area will need to be considered. 


On the other hand, Fitness Canada does benefit from its 
location in FAS with its closer links to the Minister, the 
relative speed with which decisions can be made and 
implemented, and the absence of numerous other programs 
competing for diminishing resources. With the comparative 
vulnerability of the Health Promotion Directorate as a 
"soft" program in Health and Welfare, any integration of 
Fitness Canada into that program could run the risk of 
seriously jeopardizing its identity. 


OPTIONS 


-integrating fitness and the health promotion area and 
create an arm's-length corporation which would market 
concepts and programs currently within the mandate of 
Fitness Canada and the Health Promotion Directorate. 
Given the present high visibility and success of 
PARTICIPaction, it should be encouraged to link with 
the new corporation through an interlocking board 
structure (see Health Promotion chapter); 


-integrating Fitness Canada and Health Promotion 
Directorate but with careful planning of the manner in 
which this is undertaken to avoid damaging the current 
relationships with the provinces, national agencies, 
and professionals in the health care delivery system. 
PARTICIPaction should be asked to play a lead role as 
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the promotion mechanism of the integrated agency to 
promote its programs and priorities in cooperation with 
the provinces. 


-maintaining the Fitness Canada Directorate within FAS 
but integrating the Corporate Challenge program from 
Health Promotion. PARTICIPaction should be asked to 
assume responsibility for the promotional role 
currently played by Fitness Canada; 


The study team recommends to the Task Force that the 
government consider 


-integrating Fitness Canada and the Health Promotion 
Directorate within an arm's-length corporation which 
would market concepts and programs within the mandate 
of the integrated directorates as soon as feasible. 
Given the present high visibility and success of 
PARTICIPaction, it should be encouraged to link with 
the new corporation through an interlocking board 
structure. 


-Repealing or amending the Fitness and Amateur Sport 
Act. 


By April 1, 1986, a mechanism should be developed and 
implemented to ensure that there is no duplication of 
funding for the same purpose to national organizations by 
both Fitness Canada and Sport Canada. 
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HEALTH SERVICES 
Overview 
Programs 


The only program that relates directly to the area of 
federal coordination is the Health Services Directorate in 
the Health Services and Promotion Branch of Health and 
Welfare Canada. 


Observations 


The principle function of the Health Services 
Directorate is to provide leadership and coordination in the 
area of federal/provincial consultation and collaboration 
and this accounts for roughly 70% of its resources (directly 
and indirectly). As of 1985, there are some 70 federal/ 
provincial committees of various types supporting the 
Conference of Deputy Ministers. 


A secondary function of the Directorate is in providing 
executive support, advice and guidance to the federal 
Minister in the various health service areas. This function 
requires re-evaluation to determine exactly what advice is 
required and what is the best method of providing that 
advice. 


Options 


The study team recommends to the Task Force that the 
government consider: 


-evaluating the role of the Health Services Directorate 
in light of federal government's need for advice and 
executive support and the need for consultation with 
provinces regarding health issues. 

-placing a moratorium on all Federal/Provincial 
Advisory Committee meetings and sub-committee meetings 
and working groups effective April 1, 1986, subject to 
a critical review of on-going necessity and mandate by 
the Deputy Ministers’ Conference. 

-determining what advisory resources (expertise) HWC 
requires and in what areas to provide federal 
ministerial and executive support. 
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-developing jointly, by the Deputy Minister of HWC and 
Provincial Deputy Ministers of Health, an appropriate 
mechanism for consultation services; 

-assessing the human resources required by Health and 
Welfare Canada, once level of consultation and 
executive support has been determined; 

-accomplishing the last three suggestions by September 
le OSGe 
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HEALTH SERVICES 
HEALTH AND WELFARE CANADA 


OBJECTIVES 


To provide leadership and coordination in assisting the 
provinces and territories to bring their health services to, 
and maintain them at, national standards. 


BENEFICIARIES 


The primary mandate of the Health Services Directorate 
is in the area of direct contact with: 


Provincial departments of health. 


National voluntary associations such as Canadian 
Mental Health Association. 


National professional organizations such as 
Canadian Medical Association. 


National and international organizations such as 
Canadian Hospital Association and the World Health 
Organization. 


AUTHORITY 


There is no specific legislative authority for the 
Health Services Directorate. The National Health and 
Welfare Act, section 5, provides a general mandate and 
specifies, among other things: 


investigation and research into public health and 
welfare; 


investigation and research into the collection, 
publication and distribution of information 
relating to the public health; and 


cooperation with provincial authorities with a 
view to the coordination of efforts made or 
proposed for preserving and improving the public 
health. 


Health Facilities Design division was created by a 1945 
Order-in-Council. 
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RESOURCES ($000s and P-Ys) 


Expenditure by Budget Element 


Expenditure 82/83 83/84 84/85 85/86 86/87 
Actual Actual Actual Estimate Projected 

Salaries Syi2o8. Boo 37,067 Shs CHS. 3,666 
Operating iis sks} 2,104 2,324 Pap IRSA 2,580 
Capital 24 38 89 - - 
Grants and 
Contributions 

Family Planning 1,100 174 174 

Nat'l VOL 

Health 

Organizations 441 Pan ARLE: SOLO Sy TAS 3,249 
UBC Diagnostic 

Imagery Centre 1,000 

Univ. of Ottawa 

Heart 

Institute Phy S119) 

Summer Canada 10 
Sub-Total Grants 1,541 Soe 5,689 She ILIA) 3,249 
TOTAL owcia 9707 Seely 69 9,695 9,495 
Person-years 72 13 Uhs: WE! Jp 


Data supplied by HWC. 
DESCRIPTION 
This program includes six separate sub-programs namely: 


-Mental Health; 

-Community Health; 

-Health Assessment; 

-Institutional and Professional Services; 
-Health Facilities Design; and 

-Health Manpower; 

-Canadian Blood Committee. 
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In addition the program management unit consists of: 


-Director General Health Services; 
-Senior Consultants (2); and 
-Program Coordinator. 


The primary focus of the Health Services Directorate is 
to promote the continuing development and maintenance of 
reasonable standards of health care and parity among 
provincial health programs. 


The Directorate assists the provinces by playing a 
leadership and coordinating function. This leadership and 
coordinating function is through the Federal/Provincial 
Advisory Committee structure that was established to assist 
the Conference of Deputy Ministers in fulfilling its 
mandate. It provides a mechanism for federal/provincial 
consultation and collaboration at the officials level. As 
of 1985 there are some 70 federal/provincial committees of 
various types supporting the Conferences of DM's. 


Following is a description of each sub-program. 
Mental Health ($000s) and (P-Ys) 
82/83 83/84 84/85 85/86 86/87 


Expenditure 682 780 960 iF OO! LO 
Person-years 10 ib 12 10 10 


The purpose of this activity is: 


To facilitate the exchange of information that 
will assist in improving the quality of mental 
health across Canada and share experiences from 
different parts of the country. The primary 
audiences are the provinces and professionals in 
the field. 


This is accomplished by: 


-publishing a quality journal on mental health; 

-publishing various booklets on mental health; 
-organizing meetings, symposia and conferences 
that deal with the major mental health issues of 
the day; and 
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-stimulating research and developing, promoting and 
seeking consensus on strategies for more effective 
ways of delivering mental health services. 


Community Health ($000s) and (P-Ys) 
82/83 83/84 84/85 85 /86 86/87 


Expenditure 255 3,452 BF O22 Sh tsheks) 37098 
Person-years 9 9 10 9 9 


The purpose of this activity is: 


-to provide support and assistance to the 
Federal/Provincial Advisory Committee on 
Community Health in such areas as accreditation 
of public health units, home care and community 
health information systems; 

-to provide funding for administrative support to 
about 50 national voluntary health organizations, 
a total of $3.1 million; 

-to provide consultation to other federal 
departments, such as participating with the 
Department of Veterans' Affairs and Ste Anne's 
Hospital in Montreal, to determine the 
feasibility of making it into a national centre 
for care and treatment of the elderly; 

-to provide consultation to the voluntary sector 
such as participating in the planning of an 
international conference with the Canadian 
Council on Rehabilitation to be held in 
Vancouver. Staff have assumed a major leadership 
role in this activity; and 

-to provide consultation to international 
organizations such as the World Health 
Organization e.g. in the area of primary care. A 
representative of the federal government could be 
part of the delegation or head of the Canada 
delegation at the various WHO meetings. 


Health Assessment ($000s) and (P-Ys) 
82/83 83/84 84/85 85 /86 86/87 


Expenditure 202 203 288 244 338 
Person-years 3 3 4 3 3 
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The purpose of this activity is to work with the 
provinces and voluntary sector in finding ways and means to 
prevent and control chronic disease. Examples include: 


-the development of a strategy and plan of action for 
the consideration of the Federal/Provincial Advisory 
Committee on Community Health; 

-in cooperation with Saskatchewan, the University of 
Saskatchewan, Nova Scotia and Dalhousie University, 
the development and implementation of a comparative 
study on cardio-vascular disease; and 

-a survey of serum lipid levels in the general public 
within the province of Nova Scotia. 


Institutional and Professional Services 
($000s) and (P-Ys) 


82/83 83/84 84/85 85/86 86/87 


Expenditure 5S ea 1,429 1,457 167 D7, 
Person-years is LZ eZ ig 13 


The purpose of this program is to assist the provinces 
in maintaining and improving health care services to 
acceptable standards. In addition there is concern for: 


-productivity through a major cost-sharing 
federal/provincial productivity improvement program 
that is specifically looking into staffing 
methodologies and work load measurement systems; and 

-improvement of health services through the development 
of institutional guidelines with provinces as well as 
the development of clinical guidelines with 
professional groups. 


Health Facilities Design ($000s) and P-Ys) 
82/83 83/84 84/85 85/86 86/87 


Expenditure dea 30 1,186 1Z2i5 177363 1,363 
Person-years 17 14 15 14 14 
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The purpose of this program is to work with the 
provinces to develop the standards and guidelines which they 
voluntarily implement in varying ways. Methodology used 
includes research, workshops, symposia and reports in such 
areas as energy and conservation, space programming and post 
occupancy evaluation. This program works within the 
federal/provincial advisory committee structure. 


Health Manpower ($000s) and (P-Ys) 
82/83 83/84 84/85 85/86 86/87 


Expenditure 304 52 263 323 323 
Person-years 4 4 4 4 4 


This program provides a technical support group to the 
Federal/Provincial Advisory Committee on Health Manpower and 
also acts as an information exchange unit. Provinces play a 
major role in this program that studies such issues as 
physician manpower in Canada, producing a series of reports 
on the issue. 


Director General ($000s) and (P-Ys) 
(includes senior consultants and program coordinators) 


82/83 83/84 84/85 85/86 86/87 


Expenditure Bi 514 437 347 357 
Person-years 5 8 5 5 5) 


The major purpose of the program management area is to 
act as an administrative facilitator, to provide secretariat 
services to various units and coordinate efforts as 
required. The main task of the Program Coordinator relates 
to central secretariat services for three federal/provincial 
advisory committees. 


Canadian Blood Committee ($000s) and (P-Ys) 
82/83 83/84 84/85 85/86 86/87 


Expenditure SZ 150 305 368 368 
Person-years 1 ] 4 4 4 
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This committee was established in 1979 as a result of a 
decision by provincial Ministers of Health to coordinate 
activities relating to approval of budgets and programs for 
blood transfusion services operated by the Canadian Red 
Cross Society. The committee is responsible for approving 
annual budgets and new programs for the Red Cross as well as 
developing a National Blood Policy and monitoring the 
operation of the blood system to ensure it conforms with the 
established principles of voluntary donations, gratuity of 
blood and blood products, self-sufficiency and non-profit. 


Provincial governments reimburse the federal government 
On a per capita basis for 50% of the costs of the committee. 


EVALUATIONS 


Presently there is a formal program evaluation being 
conducted by the Program Evaluation Directorate. 


OBSERVATIONS 


In discussions with program managers and in reviewing 
the various studies from within the Directorate, it was 
concluded that the program objectives seemed to be clearly 
understood by the staff. However, there was a lack of 
specific performance criteria by which the program would be 
evaluated. 


The Directorate indicates that it exercises national 
leadership, coordination, information exchange, standards 
development and provides a federal presence thus 
contributing to improvements in the health care system. A 
constant concern of the Directorate is that they are 
"spreading staff too thinly over the various areas of 
responsibility". Yet without the stated measurement 
criteria it is impossible to determine whether the "areas of 
responsibility" are indeed necessary. 


However, results of provincial visitation by the 
members of the Health and Sport Study Team do not fully 
reinforce the perceived role of the Health Services 
Directorate. Provincial comments extend along the continuum 
from "get rid of it" to "it is providing an essential 
service". The Maritime provinces and the territories in 
particular are positive towards the Directorate and feel 
that it is providing useful services that should not be 
eliminated. Others indicate that the program could be 
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abolished although there is recognition that the various 
advisory committees do have a role to play and that the 
committees provide the provinces with opportunities for 
collaboration leading to common positions. However, if 
eliminated, the provinces would replace it with something on 
their own. All provinces commented that the Deputy 
Ministers Conference is not functioning as an effective 
consultative mechanism and is not providing the leadership 
and guidance to the Advisory Committee structure that is 
required, if that structure is to provide a useful and 
meaningful mechanism for consultation. 


It has also been stated that in order for the federal 
minister to receive knowledgeable advice and guidance in the 
various health service areas, involvement and participation 
by Directorate staff are essential. However, there may be 
alternate methods and different sources of expertise that 
the minister could call upon to obtain the required 
information. There is also no certainty that the various 
guidelines, studies, publications, pamphlets, reports are 
essential to the improvement of the health care system. Can 
these tasks be done more economically and effectively by 
others? 


OPTIONS 


In view of all this, the study team recommends to the 
Task Force that the government consider the following: 


-evaluating the role of the Health Services Directorate 
in light of the federal government's own need for 
advice and executive support and the need at both 
levels of government for consultation (i.e., support 
to the federal/provincial advisory committee 
structure) regarding health issues; 

-placing a moratorium on all federal/provincial 
Advisory Committee and sub-committee meetings and 
working groups effective April 1, 1986, subject to a 
critical review of ongoing necessity and mandate by 
the Deputy Ministers of Health Conference; 

-having the department determine by September 1, 1986 
what advisory resources (expertise) it requires and in 
what areas to provide federal ministerial and 
executive support; 
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-having the Deputy Minister of National Health and 
Welfare meet with provincial Deputy Ministers of 
Health before September 1, 1986, to develop an 
appropriate mechanism for consultation services. 


Once the level of consultation and executive support 


been has determined, the human resources required by Health 
and Welfare should be assessed. 


Pa) 


SPORT 
Overview 
Programs 
The family of programs connected with sport includes: 


-Sport Canada; and 
-International Sports Relations. 


Sport Canada is located in the Fitness and Amateur Sport 
Branch in Health and Welfare Canada. International Sports 
Relations is under the Cultural Policy Division, Social 
Affairs Branch of External Affairs. 


Observations 


Within the quadrennial sport cycle there is an 
increasing number of events both in Canada and abroad in 
which Canadian teams and athletes must participate to be 
competitive against the top ranking nations in the Olympic 
Games and world championships. This fact has stimulated the 
growth of a much more complex athlete development program 
which has needed centralized coordination and leadership. 
The federal government has been providing the planning 
framework, financial support and international liaison 
required to pursue the goal of excellence in international 
amateur sport. The issue now is whether the present 
infrastructure of sport can sustain itself 
sufficiently well without as much direct government involve- 
ment. Given the current administrative and financial status 
of many national sports organizations, and the agencies 
serving their needs, sudden withdrawal of government support 
would seriously affect the viability of their programs. On 
the other hand, the virtual guarantee of annual funds from 
government seems to have reduced the pressure felt by these 
organizations to seek additional or alternative sources of 
financial support. 


There seems to be general acknowledgement that greater 
effort should be expended on persuading the corporate sector 
to view amateur sport as a worthwhile investment. However, 
many of the programs that are an integral part of an 
athlete's training regime (e.g., coaching certification, 
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sports medicine) would be of little commercial interest to 
corporations and their costs would probably have to be 
assumed to a far greater extent by participants. 


Sport Canada currently requires national sports 
governing bodies to meet certain planning criteria before 
their contribution applications will be approved. The 
intent is to develop the administrative and technical 
expertise of the organizations and to ensure the coordin- 
ation of the numerous support activities (high performance 
sport centres, sports medicine, coaching programs) which 
prepare athletes for success in major international sports 
events. Presumably, if such planning achieves the desired 
objective over time, the program and service role of Sport 
Canada would diminish significantly. The need of the sports 
organizations for a range of sources of financial support 
will, however, remain. 


The success of Canadian athletes in recent inter- 
national competition suggests that there has been a 
demonstrable "pay-off" for the federal investment in "Best 
Ever" programs designed to achieve the federal objective of 
Canada ranking high in world standings. A decision to 
raise, maintain, or lower Canada's ranking objectives in 
sport would be a political one, with associated resource 
implications. Since Sport Canada's role and resource needs 
have been significantly affected by the emphasis on high 
performance sport and the commitment to the quadrennial 
sport cycle, such political decisions would presumably 
determine the level of service that would be authorized for 
the program. 


To date, the use of sport as an adjunct to various 
international activities or as a manifestation of social 
policy abroad appears to be under-exploited. There will 
always be a need to utilize the services of External Affairs 
when negotiating bilateral sports agreements or making bids 
for major games such as the Olympics. However, it would 
seem worthwhile to explore further the potential of sport as 
a vehicle for increasing Canada's profile abroad. 


Options 
The study team recommends to the Task Force that the 
government consider phasing down the program over a 10-15 


year period to give the high performance athlete development 
system some time to seek and establish sufficient viability, 
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both organizationally and financially, to operate relatively 
independent of government. 


Prior to the onset of the next quadrennial sport cycle, 


assess the issue of performance ranking being linked to the 
level of funding authorized for Sport Canada. 
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SPORT CANADA 


OBJECTIVES 


To provide leadership, policy direction and financial 
assistance for the development of Canadian sport and the 
pursuit of excellence at the national and international 
level. 


BENEFICIARIES 


-National organizations serving sport. 

-Post-secondary institutions involved in activities 
such as sport research programs, sport medicine 
clinics, national sport training centres. 

-Canadian athletes ranked 1 tc 16 in the world and 
those who have been identified as having potential to 
advance to the top 16. 


AUTHORITY 


Fitness and Amateur Sport Act (1961) provides a general 
mandate to encourage, promote and develop fitness and 
amateur sport in Canada. 


Following Cabinet approval in 1981 of a major policy 
paper, emphasis is now on: 


-Strengthening the administrative function of the 
national sports governing bodies to increase their 
effectiveness. 

-Focusing support and effort on the pursuit of 
excellence in amateur sport. 

-Increasing interest and awareness in high profile 
sport and Canadian amateur sport in general. 


In 1983, Cabinet approved a national/federal objective 
of 9-10th place in nations' standings in the 1988 Winter 
Olympic Games with a resource allocation of $25 million over 
five years. In 1985, a target of 6-8th place at the 1988 
Summer Olympic Games, with an allocation of $37.2 million 
over four years, was similarly approved by Cabinet. 
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RESOURCES ($000's and P-Ys) 


82/83 83/84 84/85 85/86 86/87 
Expenditure Actual Actual Actual Estimate Projected 
Salaries 888 Maik ote 1s 24 1,565 1,565 
O&M 289 S25 402 17635 1,685 

Capital 3 4 34 = = 
Contributions 39,905 42,551 47,870 44,012 45,243 
TOTAL 41,085 44,018 49,620 477,262 48,493 
Person-years 28 33 8/2 85 Sis) 


* Source: FAS Financial Planning, Management and Services 


The dramatic rise in O&M for 1985/86 and 1986/87 is 
accounted for by a transfer of funds between elements in 
response to a recommendation by the Auditor General. 


$12 million was added, on a permanent basis, to the 
annual budget of Fitness and Amateur Sport in 1980/81. This 
amount represents half of the yearly principal of 
$24 million from the Interprovincial Lottery Corporation as 
per the 1979 Lottery Agreement. 


Proceeds of $100 million phased in over 1985-1988, as 
per the 1985 Federal/Provincial Lottery Agreement, are going 
towards the planning and staging of the XV Olympic Winter 
Games in Calgary but do not form part of the FAS budget. 


DESCRIPTION 


Fitness and Amateur Sport Branch is a component of 
Health and Welfare Canada although it reports to Cabinet 
through the Minister of State for Fitness and Amateur Sport. 
Sport Canada is one of the two program areas of FAS. 


The program's components are: 


High Performance Sport/Sport Excellence: This 
component encompasses those endeavours that have as 
their objective the attainment of the highest possible 
level of achievement by Canadian athletes in 
international sport with particular emphasis on the 
Olympic Games sports. Sport Canada administers 
technical programs such as the Athlete Assistance 
Program, the Sport Science Support Program, the Applied 
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Sport Research Program and the Hosting Program. Dt 
provides technical consultation and financial resources 
to national sport organizations in such areas as 
national team programs, national and international 
competitions, coaching, sport sciences and high 
performance sport centres. 


Domestic Sport Development: This component provides 
funding and policy direction for the development of 
technical and competitive programs serving participants 
below the international high performance level. Major 
activities of this component include national 
developmental events such as the Canada Games and 
respective sport national championships, the 
developmental programs of the Coaching Association of 
Canada, and the technical education programs of 
national sport organizations. 


Sport Infrastructure: The activities of this component 
provide funding and policy direction for the 
development and maintenance of an effective sport 
delivery system at the national level. Included in 
this component are the National Sport and Recreation 
Centre and those aspects of national sport: 
organizations involving their administrative staff, 
offices, meetings, planning, etc. 


These components are operationally handled by a staff 
complement of 35 P-Ys. 


EVALUATIONS 


There has been no formal program evaluation of Sport 
Canada in the last five years. 


OBSERVATIONS 
Validity of Program Objectives 


The federal government's role in nation-building would 
appear to have given legitimacy to its support to the 
amateur sport community's national/international efforts 
over the past 24 years. The issue now is whether the level 
of government support can be reduced without adversely 
affecting that initial investment. 
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The current legislative mandate is very broad and has 
allowed expansion in any direction that the Minister of the 
day believed was necessary. It is difficult to derive 
jurisdictional authority or specific program objectives from 
the 1961 FAS Act which does not even define reporting 
relationships or functional responsibilities. The original 
involvement of the National Advisory Council on Fitness and 
Amateur Sport (established by the Act) in policy 
decision-making and the approval of grants has been 
eliminated over time due to the creation of the Sport Canada 
Directorate and its assumption of all program 
responsibilities. 


The three program thrusts of High Performance, Sport 
Infrastructure and Domestic Sport have been established by 
policy (1981) and decisions of Cabinet regarding the "BEST 
EVER" programs for the Winter and Summer Olympics, 1988. 


Any decision to continue the "BEST EVER" programs after 
1988 will have to be made at the political level. Canada 
being host for the Calgary Olympics places additional 
pressure on the system to respond but the "level of service" 
question needs to be addressed. 


In many ways it is not a government-delivered program 
wiechat, through a major .contributiaonssactivity, Spore 
Canada funds National Sport Governing Bodies (NSGBS) and 
multi-sport service organizations who, in turn, develop the 
sports and high performance athletes. Sport Canada is not 
duplicating other government programs. 


The demands on Sport Canada's contributions budget are 
influenced by a number of external factors over which it has 
relatively little control, for example: 


Number of eligible organizations; 


-capacity for accountability by national sports 
organizations; 

-number of sports at major games competitions; 
-number of eligible athletes; and 

-technical advances in sport development. 
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Achievement of Objectives 


Sport Canada itself does not put a single athlete in 
the starting blocks; it can only bolster the.capacity of 
national organizations to put their "BEST EVER" athletes in 
those blocks. Canadian achievements at the Los Angeles 
Olympics suggest that there has been a demonstrable 
"pay-off" for the money invested. (Current annual 
expenditure on the Olympic Summer Sports High Performance 
programs is approximately $20 million). 


The program has had a few side effects in addition to 
the achievement of specific goals: 


-on the positive side, the emphasis on "BEST EVER" 
programs has generated a cooperative effort between 
the two senior. levels of government and a 
federal/provincial Blueprint Committee has been 
established; but 

-the injection of more money into the program has had 
the adverse effect of reducing the pressure felt by 
NSGBs to seek other sources of funding; and 

-as the programs become more technical and 
sophisticated, the problems inherent in organizations 
having volunteer boards with professional staff have 
become more pronounced. 


It is difficult to predict whether other ways of 
achieving the results would be better. No alternatives have 
been tested. There appears to be no one organization or 
"stakeholder" who is unequivocally accepted as representing 
the amateur sport community. 


If one accepts that the current programs, services, 
facilities and performance results are establishing a sound 
base for progress, it appears to be a cost effective 
program. 


There are both ,revenue and expenditure "locked in". 
$12 million has been added to the annual base budget of 
Sport Canada as a result of the 1979 lottery agreement. 
Currently, there are "locked in" expenditure commitments for 
the "BEST EVER" Winter ($25 million over five years) and the 
“BEST EVER" Summer ($37.2 million over four years) 
programs. 
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Impact on Beneficiaries 


In one sense the whole amateur sport community is the 
beneficiary of Sport Canada programs but since just over 
half of the contributions budget goes to high performance 
initiatives, the elite athletes have tended to be perceived 
as the actual beneficiaries. However, the impact of the 
program should also be judged in terms of the increasing 
professionalism of the NSGBs, the high technical standards 
achieved by coaches and officials, and the increased 
sophistication of the sport science and sport medicine 
Support system. 


The NSGBS have inevitably been influenced by government 
priorities with correspondingly less attention being given 
to sport development below the high performance level and 
less attention to marketing their "properties" to lessen 
their dependence on government financing. 


The impact of Sport Canada initiatives on provincial 
investment lower down the hierarchy of developmental stages 
for athletes does not appear to be adequately negotiated. 


The decision on "How good a ranking is good enough for 
Canada?" is a political one. Current support for the 
program entails greater concentration of resources on sports 
with a demonstrated record of achievement internationally. 


Program Efficiency 


The program is well known to the major beneficiaries 
but the results of the federal government's investment are 
seldom attributed to the Sport Canada program by the general 
public or, for that matter, by the potential private 
investment sector. In addition, provincial governments are 
not always aware of federal program initiatives and want 
much more consultation. 


Since the delivery of program is done primarily through 
the NSGBs and multi-sport service organizations there is 
inevitably some resistance to what might be seen as 
"government interference" when government policy must be 
adhered to. 


There is a need to bolster association management 


services and in addition, to further develop the 
federal/provincial "Blueprint" concept. 
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The features of the program most praised/criticized by 
staff/clientele are: 


-federal funding priorties skew association priorities; 
-high performance training centres are problematic for 
some provinces. Federal initiatives have provincial 
spin-offs) that) coulidcost) provincialsgovernments 

money; 

-development of the technical side of sport has been 
excellent; 

-the management and marketing skills of many 
associations are very weak; 

-Sport Canada consultants "manage" NSGBs and, in turn, 
the association professional staff "manage" the 
volunteer board - too high a level of intervention; 

-overlap with provincial programs in domestic sport 
development; and 

-disparity among provinces in benefits from Sport 
Canada program. 


The program and the needs of the clients are ina 
growth mode but are restricted by federal budgetary 
constraints. 


The program does not appear to conflict with other 
federal programs other than the need to sort out the 
respective roles of Sport Canada and Fitness Canada in the 
area of sport. The program is designed to complement 
provincial support for provincial sport associations 
although this is not always achieved. 


Provincial Comments 


There is a need for a national and international 
presence in sport. 


Provincial governments could not assume the 
responsibility for national or international sport 
leadership and coordination. 


The present Blueprint document is a step in the right 
direction of delineating federal and provincial 
responsibilities and overlap in the development of high 
performance athletes in Canada. 


The federal government involvement is viewed as a 
worthwhile venture and should be continued but with much 
greater sensitivity to the needs of the provinces and the 
impact of the program on provincial planning and budgeting. 
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The location of national training centres has presented 
a major bone of contention since the majority of provinces 
feel that there is not sufficient consultation prior to the 
site decisions being made. 


There could be conflict of interest where federal 
initiatives to encourage corporate investment in national 
sport programs jeopardize provincial opportunities for 
corporate dollars. 


Impact 


For the NSGBs, and the athletes, the program has 
provided a level of dependable funding based on performance 
eorcerdas 


By creating and subsidizing the National Sport and 
Recreation Centre, the program has provided for the physical 
Sharing of facilities and services, and the exchange of 
ideas, by a wide range of sports. 


The competitive potential of athletes is being more 
fully developed irrespective of geographical location. 


The establishment of a national objective of ranking 
relatively high in world standing has led to a realization 
of the need for much more sophisticated athlete development 
models than have existed in the past. Such models, however, 
demand significant expansion of programs delivered at the 
provincial level. They also assume a high level of 
management and technical expertise within the national sport 
organizations. The implications are that additional 
resources will be needed; provincial/federal agreement will 
have to be negotiated; and the sports organizations will 
have to have the capacity to meet the complex demands of the 
system. 


Federal funding of NSGBs has meant that many of them 
have not adequately dealt with the issues of raising money 
by other means. Very few national sport organizations have 
generated significant income from their membership. In 
addition, the whole question of members' or participants' 
contributions towards the costs of development programs for 
coaches, officials or sports medicine specialists has yet to 
be addressed substantively. Most NSGBs have no reserve to 
maintain them through any period of reduced financial 
SOntreLDuULLon. 
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The traditional role of the volunteer board member is 
being challenged by the program. As the development of 
elite athletes becomes more and more complex, boards are 
facing the potential of radical change in the division of 
management authority, technical expertise and policy 
decision-making. NSGBs would be particularly vulnerable at 
this time to sudden withdrawal of government support. 


Reduction in funding would mean the sports which 
currently have high marketability and/or a large membership 
would have some difficulties but would survive with more 
limited capacity. The Olympic sports with low 
marketability, low membership, or limited capacity to draw 
Support from their provincial affiliates, would face 
significant problems as would athletes who are not yet top 
competitors. The advancements in coaching and sport 
medicine would slow considerably. 


Sponsorship of amateur sport does not appear to be a 
priority for the corporate sector. Corporations have not 
perceived a need to invest in national sport programs since 
government is increasing funding in that area.- In addition, 
there are currently major impediments to corporate 
sponsorship ranging from poor competitive value compared to 
more conventional advertising and promotional strategies to 
the limited marketing expertise of NSGBs. 


There would appear to be little rationale for Sport 
Canada's location as a component of Health and Welfare. The 
program's profile has not been particularly health 
oriented. Consideration could be given to linking Sport 
Canada with whatever portfolio best represents the political 
thrust of thes program, exgs, cultures einternationals trader 
tourism, etc. 


OPTIONS 


The study team recommends to the Task Force that the 
government consider the following: 


Phase down the program over a 10-15 year period to give 
the high performance athlete development system some time to 
seek and establish sufficient viability, both 
organizationally and financially, to operate relatively 
independent of government. 
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Prior to the onset of the next quadrennial sport cycle, 
assess the issue of performance ranking being linked to the 
level of funding authorized for Sport Canada. 


-Continuing current federal government initiatives, and 
strongly encourage the efforts of NSGBs to build 
corporate and participant support for the activities 
of the amateur sport community at the national level; 

-Repealing the Fitness and Amateur Sport Act; 

-Assessing alternative organizational locations for 
Sport Canada rather than it being a component of 
Health and Welfare. 
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INTERNATIONAL SPORTS RELATIONS 
EXTERNAL AFFAIRS CANADA 


OBJECTIVES 


International sports relations are handled by a Sport 
Desk within the Cultural and Public Information Bureau of 
External Affairs Canada. The Bureau's objectives are to 
develop policies and programs to increase awareness of 
Canada, its identity, culture and capabilities for the 
purposes of: supporting global foreign policy and trade 
objectives; fostering markets for the Canadian cultural 
industry; and providing exposure for Canadian artists 
(athletes) in key countries. 


Specifically, the Sport Desk currently provides: 


-advice and briefings to facilitate either overseas 
operations of Canadian teams or the staging of 
international sports events in Canada; 

-negotiating assistance in concluding sports exchange 
agreements; 

-briefings on Canadian foreign policy when it affects 
(or may be affected by) the sports community; 

-protocol advice. 


BENEFICIARIES 


Canadian sports governing bodies, through facilitative 
assistance and occasional grants. 


Sport Canada, in the area of sports agreements with 
other countries and international sports policy. 


AUTHORITY 


Cultural Poljcy Division of External Affairs was 
established in 1974 by a Cabinet decision (#388-74R.D.). 
The document described the Cultural Division as exporting 
Canadian culture abroad. Sport was a sub-area within the 
document; but it was not until 1979 that the Sport Desk was 
created as a result of the international relations problems 
raised by the Hockey Canada series. 
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RESOURCES ($000's) and (P-Ys) 


Main Ref. 
Actual Actual Actual Est. Levels 
82/83 83/84 84/85 85/86 86/87 
Salaries 507000 S8)5 UNG, 55200 58,000 58,000 
O&M 1912148 O72 90. 4,154 10,000 10,000 
Capital -- -- -- -- -- 
Grants and 
Contribu- fe ReaiRd 
tions ANGE Wes DA esmS 109787551007, 000s ODF 000 
TOTAL 1872 been 47 7:665 169; 23.2681 68,000) 21:687,000 
Person— 
years 1.3 ah ee) Les 1e13 1.3 
a Finance & Management Services Bureau, External Affairs. 
kx* 


Includes one-time-only item for expenses related to an 
exhibit at the 1984 Winter Olympics in Yugoslavia. 


-Saorimeludes over) o100, 000, inticontribut ions: tor sendsithe 
Canadian Soccer Team on a tour of Africa and to 
assist the Canadian Badminton Association to attend 
competitions in S.E. Asia. 

DESCRIPTION 


The Sport Desk provides political advice and practical 
assistance to sport groups in their activities abroad. The 
Sport Desk is an advocate of Canadian sports interests 
within External Affairs. It coordinates the promotion of 
Canadtany culturadeanterests) abroad, through! sporty. in 
cooperation with Sport Canada, and assists Sport Canada in 
developing international sports policy. 


Specinically: 


-Sport Canada has utilized the services of the Sport 
Desk at External Affairs in negotiating Sports 
Exchange Agreements between Canada and U.S.S.R., 
Germany, Korea; 

-Canadian embassies abroad have been involved in 
assisting sport groups; 

-assistance with the Canadian bid for major games 
(i.e. 1988 Winter Olympics), has been provided; 
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-Canadians who are nominees or members of international 
sport boards or committees are advised on protocol; 

-specific sport projects for developing nations are 
funded; and 

-high profile athletes are utilized in trade promotion 
in other countries (i.e. national ski team in Europe). 


EVALUATION 
There has not been a formal program evaluation. 
OBSERVATIONS 


Sport Canada feels that a sport desk within External 
Affairs is useful but has been under-utilized. 


Canada's use of sport as an adjunct to various 
international needs (i.e. trade shows, tourism, etc.) should 
be further examined since most current activities appear to 
be ad hoc and not directly linked to policy areas. 


The increasing use of sport for political purposes by 
other nations emphasizes the need for External Affairs to 
re-evaluate their commitment to the area. 


The Sport Desk should have a more formalized liaison 
with Sport Canada. 


OPTIONS 


If the decision is reached that sport can be used as an 
extension of foreign policy and does provide a positive 
entry into other areas of international exchange such as 
trade, tourism, culture, then the Sport Desk program should 
be given a higher profile. 


Maintaining the status quo. This option would suggest 
that a low priority is placed on this area. 


Eliminating the program, recognizing that Sport Canada 
and the international commitments of the Minister of Fitness 
and Amateur Sport would still require External Affairs' 
intervention. 


obs 


The study team recommends to the Task Force that the 
government consider directing Sport Canada and External 
Affairs to complete a thorough evaluation of the role of 
sport in the area of foreign policy. This study should 
result in a realistic proposal that would determine the 
future direction of international sports relations. 
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TAX MEASURES 
Overview 
Programs 


Medical Expenses 
Hospital Purchases 
Health Appliances 


Observations 


Tax measures which provide financial relief are 
designed to benefit either individuals, corporations or 
governments by reducing costs. 


The rationale for tax measures in the health field is 
that health products are like food, a necessity of life and 
therefore should not be taxed (social equity). 


In assessing the success of any tax measure, one must 
consider whether or not the measure meets its objective, 
operates efficiently and continues to be appropriate. 


The Medical Expense Deduction program appears to meet 
its objective of reducing the cost of medical expenses of 
those in need, particularly the physically or mentally 
disabled, the elderly and the bed-ridden. 


The Exemption for Health Appliances program provides a 
federal sales tax exemption to manufacturers of products 
used by individuals who are disabled or in need. Examples 
of such products are hearing aids, eye glasses, prostheses, 
Stc. 


The Study Team believes that this program is being 
adequately assessed on a regular basis by the Department of 
Finance and amended as appropriate to delete products that 
are no longer medically necessary and to add new products 
which are medically necessary. 


The Hospital Purchases program is designed to reduce 


the cost of hospital care by providing a tax exemption on 
all products purchased by hospitals. 


Zhe 


In assessing the program, the Study Team found that 
there are problems with the program regarding the definition 
of a hospital (when is a health care facility a hospital?) 
and the maintenance of a current list of hospitals. 


Thus the view of the Study Team is that the program is 
unnecessarily complex in achieving its objectives. 


Options 


The study team recommends to the Task Force that the 
government consider: 


-maintaining the medical expense deduction. 

~maintaining the exemption for health appliances. 

-eliminating the tax exemption for health-related 
establishments, and transfer the monies collected to 
the provinces as a "block transfer". 
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MEDICAL EXPENSES 
DEPARTMENT OF FINANCE CANADA 


OBJECTIVE 


To reduce medical expenses to consumers. 


BENEFICIARIES 


Individuals who incur allowable medical expenses in 
excess of 3% of net income. 


Individuals who are blind or individuals who are 
confined to bed or a wheelchair by reason of illness, injury 
OmeatiLicolonr,. 


AUTHORITY 


The Income Tax Act. 


RESOURCES 


There are no specific resources used to implement this 
program. 


The "forgone revenue" to the federal government as 
estimated by the Department of Finance is as follows. 


79 80 81 82 83 


Forgone Revenue 
($ millions)* Sw 38 43 sif/ 65 


Estimates of forgone revenue for 1984 and beyond are not 

available. 

*Source Account of the Cost of Selective Tax Measures 
(August 1985) Dept. of Finance. 


PA 


DESCRIPTION 


Individuals make claims for exemptions for medical 
expenses in excess of 3% of net income through completion of 
personal income tax forms. 


Tiesh9 S29 (mos tenecentadata)tec. 2emotethessloumiull1on 
Canadians who filed returns claimed an exemption under this 
Brogan. 


The-averagesclaim= valuemforul982 was SJ] A030¢32sGlatest 
data available).** 


The average benefit to individual claimants was 
Sle/i0—S'2.0 Omi ne 982s 


EVALUATION 
No evaluation was available. 
OBSERVATION 


The program appears to meet its objective of reducing 
allowable medical costs (not covered by universal medical/ 
hospital care programs) for individuals. 


If the benefits provided under the program were reduced 
Or eliminated, the perception would be: 


-that government was taking away a benefit from the 
blind, the disabled, and the elderly; and 

-that provincial governments might have to incur 
additional costs to compensate for the reductions. 


OPTIONS 


The study team recommends to the Task Force that the 
government maintain the status quo, in light of the benefit 
that this program provides to the physically and mentally 
disabled and the elderly, and the minimum financial benefit 
to government of adjusting the benefits provided under the 
program. 


** “Source Statistical Services Division, 
Revenue Canada Taxation 
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HOSPITAL PURCHASES 
DEPARTMENT OF FINANCE CANADA 


OBJECTIVE 

To reduce the cost of hospital services. 
BENEFICIARIES 

Hospitals; 

Provincial Governments; and 


Canadian Citizens. 


AUTHORITY 


Excise Tax Act. 


RESOURCES 

Resources used in Health and Welfare Canada (HWC) to 
certify "bona fide" hospitals involve approximately 0.3 
person-years. 

Forgone Revenue 


79 80 81 82 83 


Forgone Revenue 
($ millions)* 40 3/8) 70 85 95 


* Source Account of the Cost of Selective Tax Measures 
(August 1985) Department of Finance. 
DESCRIPTION 
Hospitals apply for a Certificate of Exemption from the 
Department of Health and Welfare Canada. When hospitals 


purchase goods and services, they use certificates of 
exemption to exempt items from federal sales tax. 


219, 


In 1985, 1300 (approx.) hospitals qualified for a 
Certificate of Exemption under this program. 


Auditors from Revenue Canada audit the program during 
field visits. 


EVALUATION 


No formal evaluation was available. 


OBSERVATIONS 


The program was introduced in 1948 at a time when many 
hospitals were charitable institutions. All hospitals in 
Canada are now supported by public funds. 


The program was introduced during a time when the main 
vehicle for delivery of institutional health services was 
hospitals and the "rigid" definition of hospital has not 
changed although the "form" of delivery of health services 
to people has changed. 


As a result of the rigid definition of hospitals, many 
provincial governments are experiencing difficulties in 
having some facilities or services which they regard as a 
service in place of a hospital receive "Federal Sales Tax 
Exempt" certificates because they have: 


called the facility by a name other than a hospital; 


included the hospital as part of a multi-unit 
management structure; or 


reorganized the services provided by the hospital under 
another form, for example, 


“Hospital without walls"; 
“Home Care"; and 
“Community Care Centres". 


Staff of HWC have difficulty in determining the status 
of institutions and in maintaining an up-to-date list. 


A duplicate activity of certifying nursing homes occurs 


in another division of HwCc. Approximately 4,400 such 
facilities qualify for tax rebates. 
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OPTIONS 


-Eliminate existing federal sales tax exemptions for all 
health related establishments and transfer the funds to 
provincial governments as "block transfers". (Have the 
hospitals pay tax and the federal government transfer 
the value of the tax to the provincial government). 
This option would reduce the administrative overload 
involved in assessing whether or not a hospital 
qualifies for tax exemption status. It would also make 
government to government transfers simpler. 


-Meld the certification of hospitals and nursing homes, 
etc. under a single procedure for tax exemption 
purposes. This would have the advantage of unifying 
policies applying to both sets of institutions and may 
reduce the administrative overload. 


-Expand the scope of FST exempt beneficiaries to include 
health establishments previously excluded from 
benefits. This would result in a more equitable 
treatment of the different types of institutions 
delivering care and would be more within the spirit of 
the legislation. The disadvantage of this option is 
that it would increase level of "forgone revenue". 


Status quo. 


The study team recommends to the Task Force that the 
government consider eliminating existing sales tax 
exemptions for all health related establishments; estimate 
the total value of the tax and transfer funds to provincial 
governments as a “block transfer". 
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HEALTH APPLIANCES 
DEPARTMENT OF FINANCE CANADA 


OBJECTIVE 

To reduce the cost of medical instruments and health 
appliances to individuals. 
BENEFICIARIES 


Individuals; and 


Provincial governments. 


AUTHORITY 


Excise Tax Act. 


RESOURCES 


The latest information "Forgone Revenue" involved in 
this measure is as follows: 


79 80 81 82 83 


Forgone Revenue 
($ millions) * 6 8 9 10 ds). 


* Source Account of the Cost of Selective Tax Measures 
Dept. of Finance Aug. 1985. 


DESCRIPTION 
This program provides a tax exemption on specific goods 


and products used for health purposes. The exemption 
applies at the manufacturer's level. 


EVALUATION 


No formal evaluation was available. 
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OBSERVATIONS 


The basic rationale behind the exemption is that health 
goods and products, like food, are considered to be 


necessities of life and therefore should not be taxed 
(social equity). 


The Department of Finance, on an ongoing basis, has 
introduced amendments to permit a broader range of products 
to qualify. There have been occasional deletions of goods 
and products that are no longer in use (War Veterans' badges 
1966). 


The Department of Finance continually monitors the 
program and considers amendments to bring the exemption in 
line with the philosophy that goods qualifying for the 
exemption should be medically necessary. 


Proposed amendments to the legislation are currently 
before Parliament to remove the exemption for medical/ 
and surgical instruments purchased by physicians and 
dentists. 


OPTIONS 


Maintain status quo, that is, the number and type of 
products exempted should be reviewed on a regular basis and 
products added or deleted as appropriate. This is currently 
being done by Department of Finance. The Department adds 
products based on representation from manufacturers and 
individuals and deletes products based on assessment 
regarding the validity of such products within the spirit 
and scope of the Act. 


Withdraw the exemption. This would be viewed 
publicly as requiring the sick and disabled to pay more for 
products which are medically necessary. 


The study team recommends to the Task Force that the 
government maintain the status quo. 
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Don Hyndman - Assistant Deputy Minister (Finance) 
Barry Kelsey - Assistant Deputy Minister, Provincial 
Secretariat Government Services 
Chris Lovelace - Assistant Deputy Minister of 
Health, Management Operations 


C.A. Buckley - Executive Director, Ministry of Health 

Dr. Colin Campbell - Director of Recreation and Sports 

Tony Casey - Director, Ministry of Health, Preventive 
Services Fitness Branch, Health Promotion 
Division 

Rod Munroe - Executive Director, Financial Services 
(Health) 

Paul Pallan - Executive Director, Policy, Planning and 


Legislation (Health) 
ALBERTA 


George Beck - Assistant Deputy Minister, Finance and 
Administration (HMC) 

Lynne Duncan - Assistant Deputy Minister, Treasury 

Julian Nowicki - Assistant Deputy Minister, Recreation 
and Parks 

Derek Beckley - Director, Provincial Programs Branch 
(HMC) 

Larry Charach - Social Services and Community Health 

Dr. C. Charles - Manager of Policy Development (HMC) 

Dr. M. Cheung - Director, Health Economies & Statistics 
Branch (HMC) 
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Margaret Duke - Research Officer (HMC) 
Dr. Dwight J. Ganske - Alberta Recreation & Parks 
Prov Recreation & Sports 
Services Branch 
Vivian Lai - Director, Research and Strategic Planning 
Branch (HMC) 
Arissa Lennie - FIGA 
Glen Benedict - Research Officer, FIGA 
Peter Blaikie - FIGA 
Paul Whittaker - FIGA 
Jeff Miller - Native Affairs 
Wayne Page - Alberta Recreation & Parks, Recreation 
Development Division 
Blair Richardson - Social Services and Community Health 
Grant Robertson - Treasury 


SASKATCHEWAN 


W. Podiluk - Deputy Minister of Health 

D. Bailey - Assistant Deputy Minister (Health) 

G. Loewen - Associate Deputy Minister (Health) 

D. Phillipon - Assistant Deputy Minister (Health) 

D. Adams - Director, Saskatchewan Region, Medical 
Services Branch, Health and Welfare 

D. Koepke - Administrative Coordinator (Health) 

D. Thompson - Director, Research and Planning 

H. Walker - Finance 


MANITOBA 


The Honourable Laurent Desjardins - Minister of Health 
T.R. Edwards - Deputy Minister of Health 
D.F. MacLean - Assistant Deputy Minister of Health, 
Community Health Operations 
Ken Brown —- MHSE 
F. DeCock - Associate Executive Director, Manitoba 
Health Services Commission 
L. Drew - Health 
Jim Elridge - FPR 
Pat Gannon - Finance 
Sid Glenysk - Fitness Coordinator, Manitoba Government 
B. Havens - Health 
G.W. McCaffrey - Associate Executive Director, Manitoba 
Health Services Commission 
Nick Poushinsky - Executive Council 
R.W. Siemans - Director, Ambulance Services Division 
(Me HeSe Gee) 
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Don Stone - Director, Sport, Manitoba Government 
K. Thompson - Director, Long Term Care Programs 
Division (M.H.S.C.) 


ONTARIO 


Dr. Allen Dyer - Deputy Minister of Health 
David Corder - Assistant Deputy Minister of Health, 
Mental Health 
Darwin Kealey - Assistant Deputy Minister of Health, 
Community and Public Health 

Ron LeNeveu - Assistant Deputy Minister of Health, 
Administration and Health Insurance 

Dr. Dennis Psutka - Assistant Deputy Minister of 

Health, Emergency Services 

Randy Reid - Assistant Deputy Minister of Health, 
Institutional Health 

Bruce Buchanan- Director, Operations Branch (Health) 

Dave Bogart - Director, Fiscal Resources Branch 
(Health) 

Joe Halstead - Ministry of Tourism and Recreation 

Ms Betsy Heatley - Leadership Development, Minister of 

Tourism and Recreation 

Lisanne Lacroix - Intergov't Affairs 

Dr. Eugene LeBlanc - Director, Policy Analysis (Health) 

Ann Ritchie - Intergov't Affairs 

Art Salmon - Fitness Coordinator, Minister of Tourism 
and Recreation 

Louise Steele - Senior Advisory - Treasury and 

Economics 
Dr. Boyd Suttie - Chief, Office of Health Promotion 
(Health) 


QUEBEC 


Pierre LeFrangois - Deputy Minister of Social Affairs 

Jacques LaMonde - Assistant Deputy Minister, Social 
Affairs 

Yvan Asselin - Conseiller médecin 

Denis Fugére - Conseiller 

Michel Lameline - Intergov't Affairs 

Pierre Paul Veillieux - Conseiller 

Paul Vécés - Conseil executif - Intergov't Affairs 

Guy Desrosiers - Ministére des Loisirs 
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NEW BRUNSWICK 


NOVA 


C. Morris - Deputy Minister of Health 
W. Allwood - Assistant Deputy Minister of Health, 
Institutional Services 
J. Carter - Assistant Deputy Minister of Health, 
Planning & Evaluation 
J. Wolstenholme - Assistant Deputy Minister of Health, 
Community Health 
R. Gamble - Executive Director, Administration Division 
(Health) Services 
Suzanne Mason - Director, Sport Branch, Dept. of 
Youth and Recreation 
Jim Morell - Executive Director, Leisure Services, 
Dept. of Youth and Recreation 


SCOTIA 


Dr. Harris Miller - Deputy Minister of Health 
Jack Hare - Executive Director, Nova Scotia Health 
Services & Insurance Commission 
David McNamara - Director, Sport & Community Services 
Dept. of Culture, Recreation & Fitness 


PRINCE EDWARD ISLAND 


Keith Wornell - Deputy Minister of Health 

David Boswell - Director, Youth, Fitness & Recreation 

Pat Charlton - Health Education Coordinator, Division 
of Nursing, (Health) 

Jane Cushing - P.E. Consultant, Health Curriculum, 
Dept. of Education 

Ella B. MacLeod - Director, Division of Nursing, 

(Health) 
Brendan McGinn - Executive Director, Health Insurance 
Plan (Health) 

John Palmer - Economist, ESFA, Finance 

Dennis Stang - Director, ESFA, Finance 

Rob Thomson - Director, Policy and Planning (Health) 


NEWFOUNDLAND 


A.M. Hearn - Deputy Minister of Health 

D. Howell - Assistant Deputy Minister of Health 

Jim Inder - Assistant Deputy Minister, Parks, 
Recreation & Wildlife 
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D. Keats - Assistant Deputy Minister of Health 

Dr. R. Williams - Associate Deputy Minister of Health 

Js. Abbott - Intergov't Affairs 

L. Callanan - Finance 

Robert Hillier - Director, Community Recreation, 

Sports and Fitness Division 

Jamie Martin - Senior Analyst, Intergovernmental 
Affairs Secretariat, Executive Council 

B. Parsons - Secretary to the Deputy Minister (Health) 

E. Power - Finance 

G. White - Director, Health Policy (Health) 


ASSOCIATIONS 


CANADIAN HOSPITAL ASSOCIATION 


Jean-Claude Martin - President 
Dr. Daniel LeTouzé - Vice-President, Research & Devel. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
Gerry Dafoe - Executive Director 
CANADIAN MEDICAL ASSOCIATION 
W. Freamo - Director General 
Dr. John S. Bennett - Director, Professional Affairs 
Doug Geekie - Director, Public Relations 
Mrs. Alexandra Harrison - Coordinator 
Orville Adams - Director, Medical Economics 
CANADIAN NURSES ASSOCIATION 
Ginette Rodger - Executive Director 


CANADIAN PHARMACEUTICAL ASSOCIATION 


Mr. Leroy Fevang - Executive Director 
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NATIONAL SPORT AND RECREATION CENTRE (NSRC) 


Hugh Glynn - President, NSRC 

Diane Palmason - Executive Director, Canadian Amateur 
Rowing Association 

Cheryl Hassen - Program Director 


GENERAL 


W.A. Backley - Partner Woods, Gordon, Ltd. 
Dr. P. Bois - Medical Research Council 
Dr. Bob Evans - Professor of Economics, University of 
British Columbia 
Dr. Gordon Ferguson - Executive Director, Extramural 
Hospital Program, New Brunswick 
Russ Kisby - President, PARTICIPACTION 
Dr. Norm Gledhill - Director, Graduate Study, York 
University 
Dr. C.B. Hazlett - Chairman, Department of Health 
Services Administration and 
Community Health, University of 
Alberta, Edmonton, Alberta 
Mr. Sandy Kerr - Fitness Consultant, Ottawa 
Dr. John A. Carmichael - Professor, Dept. of Obstetrics 
Gynecology, Queen's University 
Dr. P. Leatt - Professor, Department of Health 
Administration, Faculty of Medicine, 
University of Toronto, Toronto, Ontario 
Dr. Lionel MacLeod - Executive Director, Alberta 
Heritage Trust Fund for 
Medical Research 
Dr. R.E. Modrow - Director, Program in Health Services, 
Planning and Administration, 
University of British Columbia, 
Vancouver; B.C: 
Dr. W.R. Morford - Director, Physical Education, 
University of British Columbia 
Dr. Don Newton - Faculty of Physical Education, 
University of Calgary 
Denis J. Protti - Professor & Director, Health 
Information Science, University 
Cla TCLOIVa VL CLOLLA, ETC, 
Dr. Greg Stoddard - Associate Professor Epidemiology, 
McMaster University 
Rick Van Loon - Professor of Health Administration, 
University of Ottawa 
Dr. M. Watanabe - Dean of Medicine, University of 
Calgary 
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